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BENADRYL (diphenhydramine hydrochloride, Parke-Davis) 
gives rapid—and sustained —relief to patients distressed by 
hay fever symptoms. By alleviating sneezing, nasal discharge, 
lacrimation, and itching, this outstanding antihistaminic has 
enabled many thousands of patients to pass hay fever seasons 
in comfort. 


BENADRYL S reputation stems from its clinical performance. 
Each year, as the pollen count rises, the benefits derived from 
this effective antihistaminic are further emphasized. BENADRYL 

Hydrochloride is available in a variety of forms— including 

- Kapseals®, 50 mg. each; Capsules, 25 mg. each; Elixir, 10 mg. 

per teaspoonful; and Steri-Vials®, 10 mg. per cc. for paren- 

teral therapy. 
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HYDROCHLORIDE 


« reduces nasal engorgement ... relieves soreness 


« « promotes aeration ... encourages drainage 


A few drops of Neo-Synephrine 0.25% in each nostril will promptly 
check mucosal engorgement and hypersecretion, promoting greater 
Supplied in 0.25% solution breathing comfort over a period of several hours. 


ee eee ae The resultant relief to the hay fever sufferer is decidedly 


gratifying. Prolonged action of Neo-Synephrine makes fewer 


16 02.; 0.5% solution, bottles of applications necessary, consequently longer periods of rest and 
1 02.3 1% solution, bottles of sleep are possible. 
Neo-Synephrine does not lose its effectiveness on repeated application 
and may, therefore, be relied upon to give relief throughout the 
77 on Neo-Synephrine is practically free from sting and compensatory 
eally, Allen Anh: Otelenee. congestion; does not appreciably inhibit ciliary activity. 
49:234, Feb., 1949. Neo-Synephrine has been found relatively free from systemic 
side effects such as nervous excitation, cardiac reaction 
or insomnia even when tested on hypertensive, 
cardiac and hyperthyroid patients. 


DV 


NEW YORK /8, N. Y. WINDSOR, ONT. 


Neo-Synephrine, trademark reg. U.S. & Canada, brand of phenylephrine. 
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new convenience 


in broad-spectrum therapy 


Easily swallowed, sugar-coated Terramycin 


Tablets introduce new flexibility in prolonged 
courses of administration and are particularly 
suited to effective, well tolerated therapy among 

patients preferring tablets to other oral forms. 

Supplied: 250 mg. tablets, bottles of 16 and 100; 

100 mg. and 50 mg. tablets, bottles of 25 and 100. 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC. 
Brooklyn 6, N.Y. 
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",-- particularly 

beneficial 
in the treatment 
O 


Because CHLOR-TRIMETON® maleate, 
chlorprophenpyridamine maleate, has the 
greatest potency milligram for milligram 
of any available antihistamine, and 
because “Chlor-Trimeton has a relatively low 
incidence of side reactions,” it is a drug 


ey: of choice for hay fever patients. 


CHLOR-TRIMETON 


maleate 


1. Silbert, N. E.: New England 


J. Med. 242:931, 1950. 
. Eisenstadt, W. S.: Journal y bg 
70:26, 1950. = CORPORATION 


BLOOMFIELD, NEW JERSEY 
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Highly effective + Welltolerated +  Imparts a feeling of well-being 


also known as Conjugated Estrogens (equine) 


_ AYERST, McKENNA & HARRISON Limited - New York, N. Y. » Montreal, Canada 


Estrogenic 
ubsta 
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Doctor, 
be your own 
Judge... 

try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


XI 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 
PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Lifetime Accident Benefits 
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FIRST INSURANCE AGENCY 


Washington National Insurance Company 
639 New England Building Topeka, Kansas 
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A Well age Beautiful 
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for the Well Shaded 


Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Restoring 
Patients toa 
Normal 
Condition 
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Cor ton C “provides striking benefit 


an intractable bronchial asthma... 


A. Tidal breathing 


Typical spirogram of asthmatic. Note marked 
diminution in vital capacity and complemental 
air; also, the over-all lengthening of the interval 
between inspiration and expiration. 


B. Complemental air 


C. Vital capacity 


This spirogram illustrates the improvement that 
may be expected in asthmatics following the ad- 
ministration of CorTONE. Note in particular the 
increase in vital capacity. 


Increased Vital Capacity—an objective measure 
of the effectiveness of CORTONE 


EFFECTIVE. Intended as adjunctive therapy, 
“orally administered, cortisone definitely re- 
lieved the symptoms of chronic intractable 
asthma in 26 of 31 courses given to 22 patients.” 


SIMPLIFIED MANAGEMENT. “The patients’ 
weight, fluid intake and output, blood pressure, 
and the results of the urine examination for 
sugar were charted daily . . . it was found that 
short-term therapy could be carried out safely 


for up to two weeks without extensive tests if 
there were proper cooperation between patient 
and physician and careful observation. . .” 


Schwartz, E., J.A.M.A. 147: 1734—1737. Dec. 29, 1951. 


ACETATE 
(CORTISONE ACETATE, Merck) 


Literature 
available 


CorTone is the registered trade-mark of 
Merck & Co., Inc. for its brand of cortisone. 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
tn Canada: MERCK & CO. Limited - Montreal 
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Medical and Surgical Supplies 
for Doctors of Medicine and 
Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
Topeka, Kansas 


TOPEKA Office: 
J. E. McCurdy, Rep., 


Telephone 2-3027 


1035 Randolph Avenue, 


Oxygen Therapy 
Regulators and Equipment 
Repair Service for 
Regulators, Flowmeters 


and Humidifiers 


| Phone 6392 


Nitrous Oxide 
Ethylene 
Carbon Dioxide 
Helium 
Oxygen 
Cyclopropane 


KANSAS OXYGEN, Inc. 


HUTCHINSON, KANSAS 


It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Box 551 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 
Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 
with referring physicians. Write or phone. 


RALPH 


SANITARIUM 


Ostablished 1807 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 


THE BROWN SCHOOL 
Elastic Four distinct units. Tiny Tots through the Teens. 
Hosiery Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech,. 

Foot Music, Arts and Crafts. A staff of 12 teachers. Full 
Supports time Psychologist. Under the daily supervision of 


Taylor Back Brace a Certified Psychiatrist. Registered Nurses. Private 
Surgical swimming pool, fireproof building. View book. 
Made to Order 


Corsets a, a aera tory Approved by State Division of Special Education. 
BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A.P.A. 
P. W. HANICKE MFG. CO 
° MEDICAL DIRECTOR 
1009 McGee St. Victor 4750 P. O. Box 4008, Austin, Texas 


KANSAS CITY, MO. 


“Woodcroft Hospital-Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmos- 
phere. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 
segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 
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WYDASE IN OFFICE PRACTICE 


Part of a series on its everyday use 


In the reduction of simple fractures, Wydase added to a local 
anesthetic solution*: 


1. Hastens onset of anesthesia 
2. Promotes wide diffusion of injected anesthetic 
3. Reduces swelling, thus permitting snug-fitting cast 


Supplied: Vials of 150 and 1500 turbidity-reducing (TR) units. 
*150 TR units when added to 25 cc. of anesthetic usually suffices. See package circular. 


- 


Lyophilized 


Hyaluronidase Wyeth 


Wyeth Incorporated « Philadelphia 2, Pa. 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two Weeks, 
starting August 4, August 18, September 8. 

Surgical Technic, Surgical Anatomy & Clinical Surgery, 
Four Weeks, starting September 8, October 20. 

Surgical Anatomy & Clinical Surgery, Two Weeks, starting 


THE LATTIMORE-FINK 


LABORATORIES 


Topeka El Dorado 
Kansas 


Surgery = Colon & Rectum, One Week, starting Septem- 
r 


Gallbladder Surgery, Ten Hours, starting October 20. 

Basic Principles in General Surgery, Two Weeks, starting 
September 8. 

General Surgery, Two Weeks, starting October 6. 

General Surgery, One Week, starting October 6. 

Breast & Thyroid Surgery, One Week, starting October 6. 

Esophageal Surgery, One Week, starting October 13. 

Thoracic Surgery, One Week, starting October 20. 

Traumatic Surgery, Two Weeks, starting 

tober 6. 


GYNECOLOGY—Intensive Course, Two Weeks, starting Sep- 
tember 8, October 20. 
Vaginal Approach to Pelvic Surgery, One Week, starting 
September 22, November 3. 


OBSTETRICS—Intensive Course, Two Weeks, starting Sep- 
tember 29, November 3. 


PEDIATRICS—Informal Clinical Course every two weeks. 


MEDICINE—Electrocardiography & Heart Disease, Two Weeks, 
starting July 14. 
Gastroscopy & Gastroenterology, Two Weeks, starting 
September 15, November 3. 


re Course, Two Weeks, starting September 


J. L. Lattimore, A.B. M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T. Serologist 

A. C. Keith, BS., Chemist 

L. W. Hull, AB., Bacteriologist 
Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Cystoscopy, Ten Days, starting every two weeks. 


DERMATOLOGY—Intensive Course, Two Weeks, starting 
October 13. 


Containers Furnished Upon 


Request 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 707 So. Wood St., Chicago 12, Ill. 


THE NEUROLOGICAL HOSPITAL 


announces the completion of 


A NEW GERIATRICS UNIT 


Fire Proof — Elevator For The Physically [ll] — All Hospital Facilities 


Choice of Kansas City Psychiatrists — Fully Controlled by 
the Medical Stoff — Lower Rates Than in the Main Hospital 


Medical Staff — 
Frank J. Koenig 


Medical Staff — 
Sylvia Allen 


Edward E. Baumhardt Louise B, Loewy 

Marvin L. Bills Albert Preston, Jr. q 
Tohn D. DeMott G. Wilse Robinson ie 
Merrill T. Eaton G. Wilse Robinson, Jr. os 
B. Landis Elliott William F, Roth, Jr. < 
Louis H. Forman A. T. Steegmann a: 
Paul Hines E. H. Trowbridge, Jr. a 
Morton Jacobs James E. Young 


Recreation Area Available to 
All Hospital Patients 


Address All Inquiries to Individual Psychiatrisis or to the 
Neurologica! Hospital, 2625 West Paseo, Kansas City, Mo. 
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Among the many demands upon his time 


and energy are the frequent hospital 


| | 
and medical society meetings which 


Dr. Harris attends. He never has quite 


MA. Ww ne enough time left over for himself. If his 
| 


J prescriptions were less efficient, 
however, the time he would be forced 
to spend with each patient would be 
greater and satisfactory results fewer. 
To provide more efficient therapeutic 
agents, the knowledge and special 


skills of a vast multitude of widely 


separated research workers are 


assembled by the pharmaceutical 
industry. An interesting example of this 


integration involved ... 
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... ferrets, eggs, and flu 


The ferret’s ability to drive his prey out of hiding gave his name a special 
significance when he was used in the laboratory to “ferret-out” the elusive 
influenza virus. From throat washings of influenza patients, investigators recovered 
a virus pathogenic for ferrets and then demonstrated that antibodies against 
the virus were produced during convalescence. Other research groups found 
that the causative strains varied from one epidemic to another. Still others 
devised a method for removing the virus from the allantoic fluid of inoculated 
embryonated eggs to provide a practical means of producing ample vaccine. 
Finally, clinicians, including those with Eli Lilly and Company, were 

able to establish the preventive value of this material. The problem of 
varying epidemic strains, however, called for large but flexible production. 

Eli Lilly and Company shared in a successful trial-run which indicates 

that the pharmaceutical industry is able to cope with nationwide influenza 
epidemics in a matter of weeks. Such co-operative undertakings, financed 

by industry, join the talents of many investigators, lending to their efforts the 


important purpose of giving man increased freedom from disease. 


Litty ELI LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
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The Low Transverse Incision for Pelvic Operations 
Melvin A. Rabe, M.D. 


Leavenworth, Kansas 


Although the classical method of opening the ab- 
domen has been by means of a vertical incision, 
transverse abdominal incisions have been‘used inter- 
mittently since shortly before the turn of the cen- 
tury. This type of incision has become gradually 
more popular as the fundamental principles of 
abdominal stress have become better understood. 

Historical Aspects 

The first use of the transverse abdominal incision 
is difficult to accurately determine, but the follow- 
ing were some of the pioneers in its development. 

The Germans, Pfannenstiel! in 1908, Sprengel? 
in 1910, and Bakes? in 1911 advocated various 
transverse incisions. Maylard‘ of Great Britain in 
1907 and Moschowitz> of the United States in 1916 
recommended this type of incision, and the late 
Fraser Gurd® of Canada has been one of its most 
enthusiastic proponents since he first used it in 
World War I to join entrance and exit wounds in 


soldiers suffering from gunshot wounds of the ab-_ 


domen. In the last quarter century Bartlett and 
Bartlett,’ Singleton,’ Sloan,? Sanders,!° and others 
have made important contributions toward popu- 
larizing this incision. More recently Cherney!! has 
described a transverse supra-symphyseal incision for 
pelvic operations and Tollefson,!? Johnson,!> and 
Pettit! have endorsed a transverse incision for 
gynecological cases. At the present time many of 
the better surgeons in this country use this type of 
incision in preference to the vertical one for most 
operations. These include “Wangensteen* of the 
University of Minnesota and Coller at the Univer- 
sity of Michigan. 
Anatomical Principles 


The reluctance of earlier surgeons to make trans- 
verse incisions was probably dependent in part, at 
least, to their fear of sectioning the rectus muscle 


_ "It has come to the attention of the author, since the prepara- 
tion of this article, that Wangensteen is now advocating a vertical 
midline incision with an .extrapleural sternotomy for upper ab- 
dominal operations. 


across its fibers, feeling as they did that this struc- 
ture was important in the support of the anterior 
abdominal wall. They apparently were unconcerned 
with or unaware of the ‘fact that when they made 
vertical incisions through the sheath of the rectus 
they were cutting transversely across the tendinous 
insertions of the oblique muscles which are actually 
much more important in furnishing the support of 
the abdominal wall than is the rectus. These muscles 
are the ones that are subject to stress when any 
effort involving intra-abdominal pressures is in- 
volved, such as sneezing, coughing, vomiting, etc. 


Actually, the part the rectus muscle plays in the 
support of anterior abdominal wall has been highly 
over-rated in the past and is probably quite negligi- 
ble. Its main function seems to be to aid in bending, 
whereas the support of the anterior abdominal wall 
is more properly the function of the oblique muscles 
and their aponeuroses. Its section, moreover, does 
not impair it appreciably since it is adherent to its 


“anterior sheath at several points by the linea trans- 


versae. Transverse incisions tend to split the fibers 
of the oblique muscles and their tendons rather than 
transect them so that abdominal stress following 
this type of incision tends to pull the wound to- 
gether rather than separate it. The nerve supply to 
the abdominal wall runs in a generally transverse 
direction and can usually be preserved with a trans- 
verse incision. Transverse incisions do however 
cut across the blood supply of the rectus muscle, 
and although this may be a source of annoyance 
to the surgeon, it is of no other importance. 


Advantages and Disadvantages of the Transverse Incision 

Despite the fact that the vertical incision has been 
successfully used since the beginning of abdominal 
surgery, the transverse incision possesses advantages 
peculiar to it which may be inferred from the fore- 
going resume of its anatomical principles. 

The transverse incision has been shown to be less 
subject to dehiscence and incisional hernia; it has 
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given less postoperative discomfort and its skin in- 
cision, being generally in the lines of skin cleavage, 
is much neater and more sightly. Its disadvantages 
are the increased time necessary for its fashioning 
and the fact that at times it does not offer as good 
exposure as a vertical wound. This latter objection 
does not apply to the low abdominal transverse in- 
cision. 
The Transverse Approach to the Pelvis 

Although the transverse incision has become in- 
creasingly popular, its use in pelvic operations does 
not seem to be so widespread in spite of the fact 
that here it is free of the disadvantages sometimes 
present when used elsewhere. Many general sur- 
geons who use the transverse incision in the upper 
abdomen prefer the vertical approach in the lower 
abdomen, as do most gynecologists. Their reasons 
undoubtedly include the following: 1. it is easy and 
quick to make and close; 2. it offers satisfactory ex- 
posure, especially when used with a self-retaining 
retractor; 3. dehiscence of lower abdominal incisions 
occurs less frequently than those of the upper ab- 
domen; 4. it has stood the test of time. 


Nevertheless, the transverse incision when ap- 
plied to surgery of the pelvis has unique advantages. 
The exposure obtained from this approach is super- 
lative and can be maintained without the use of 
retractors. The incision across the rectus is near its 
tendinous insertion and is practically avascular. The 
patient's postoperative course is remarkably pain- 
free, which we attribute in part to the fact that he 
has not been subjected to the trauma of retractors. 
The skin incision, being in the line of skin cleavage 
and near the pubic hair line, is practically invisible. 
This latter point may seem unimportant but many 
patients, especially women, feel rightly or wrongly 
that the type of scar reflects to some degree the 
skill of the surgeon. Certainly a neat, linear and 
inconspicuous scar offers both the patient and the 
surgeon some pardonable pride in his acomplish- 
ment. 

Technic 

This incision should not be confused with the 
Pfannenstiel incision which is quite similar except 
for one cardinal difference. The Pfannenstiel in- 
cision does not transect the rectus and thereby loses 
the prime objective inherent in any satisfactory in- 
cision, that of adequate exposure. The incision we 
use is essentially the same as that described by 
Cherney, and differs in only one rather unimportant 
respect. The Cherney incision entails suture of the 
sectioned rectus back to its tendinous insertion in 
closing the wound. This procedure we have found 
to be a rather difficult and, we believe, unnecessary 
step. 

A curving transverse skin incision is made through 
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the upper pubic hair line about two finger-breadths 
above the pubic bones extending a varying distance 
laterally towards the anterior superior iliac spines. 
The outer limits of the wound may be four finger- 
breadths from the anterior spine for such operations 
as hysterectomy or retropubic’ prostatectomy and 
may extend to the spines for such procedures as 
anterior resection of the colon or abdomino-perineal 
resection. The anterior sheath of the rectus is then 
sectioned and the oblique muscles split laterally. The 
rectus is picked up by inserting a finger beneath it. 
This muscle together with the pyramidalis, if pres- 
ent, is sectioned at the same level. Practically no 
bleeding is encountered from the rectus and no 
clamping is usually necessary. The recurrent epi- 
gastric vessels are fairly well lateral and are usually 
not disturbed except for such operations as ab- 
domino-perineal resection where it may be necessary 
to ligate them bilaterally. As soon as the rectus is 
cut it retracts sharply, pulling the anterior sheath 
superiorly and leaving a gaping wound which re- 
quires no retraction. If the operation is to bz extra- 
peritoneal, such as retropubic prostatectomy, the 
transversalis fascia is opened and the peritoneum re- 
flected. For transperitoneal procedures the trans- 
versalis fascia and peritoneum are opened together, 
initially, at the lateral or superior aspect of the 
wound to avoid the bladder. The peritoneal incision 
then skirts the superior aspect of the bladder. 


In abdomino-perineal resection, the colostomy 
may be conveniently implanted in the lateral angle 
of the wound. The wound is closed with a running 
0 chromic suture in the’ peritoneum and interrupted 
000 multistrand or 34 monofilament stainless steel 
wire in the anterior sheath and oblique muscles. The 
external and internal oblique muscles are usually 
closed in a single layer. The rectus muscle is not 
sutured. The skin is closed with a continuous, ver- 
tical mattress suture which is removed in five days 
to odviate stitch marks. 

The closure of the anterior sheath often offers 


Figure 1. Low transverse incision showing gaping of the wound 
following transection of the rectus muscles. 


| 
| 
od 
i 


Figure 2. Scar of transverse incision for panhysterectomy made 
beneath the fatty apron of an obese patient. 


some difficulty because of the tension exerted by the 
retracted rectus muscle. This can be mitigated by 
breaking the operating table so that the patient lies 
in a somewhat “jackknifed” position. The extra time 
consumed in the closure of this wound is more than 
compensated for by the expeditious accomplishment 
of the remainder of the operation because of the 
better exposure. Retropubic prostatectomy and 
ureterolithotomy have been satisfactorily performed 
extraperitoneally and anterior resection of the colon, 
abdomino-perineal resection and panhysterectomy 
transperitoneally through this incision. The opera- 
tion of panhysterectomy has especially been facili- 
tated for us by this approach. We have had no 
dehiscence or incisional hernias and our only com- 
plications have been painful wire sutures which re- 
quired removal in two patients. 
Summary 


The historical background, anatomical principles 
and advantages of transverse incisions have been 
briefly reviewed and the technic of the low trans- 
verse approach to the pelvis has been described. This 
latter incision has not attained the popularity of 
transverse incisions in the upper abdomen but its 
wider employment is advocated since it offers an 
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Figure 3. Colostomy implanted in the lateral angle of low trans- 
verse incision for abdomino-perineal resection. 


unexcelled exposure of the pelvic viscera which can- 
not be gained as easily by any other approach. 
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Needle Biopsy of the Liver as an Aid in the Diagnosis 


of Malignant Tumors* 
Robert T. Cotton, M.D., and Samuel Zelman, M.D.** 


: Topeka, Kansas 


The detection of malignant disease within the 
body often is difficult and, only too frequently, is 
time consuming, requiring the utilization of many 
diagnostic procedures. Although the physician must 
always be alert to the recognition of the malignant 
process in its early and potentially curable stage, it 
would seem equally good medical practice to spare 
the patient with widespread, incurable cancer the 
discomfiture of unnecessary surgery, or even the 
numerous investigations often employed in estab- 
lishing a diagnosis. 

A recent paper! calls attention to the potential 


helpfulness of sternal marrow biopsy in demonstrat- 


ing the presence of metastatic tumors. In our hands, 
needle biopsy of the liver has similarly proven a 
valuable aid in the confirmation of a clinical im- 
pression of disseminated malignant disease and in 
the establishment of an unequivocal diagnosis of 
metastatic malignancy in more complex cases in 
which the nature of the illness was far from obvious. 
Occasionally, the type and the probable primary site 
of the tumor have been indicated. When the liver 
was grossly nodular, an attempt was always made to 
biopsy a nodule, but otherwise a random specimen 
was depended upon. 

During the four years in which we have employed 
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Figure 1. Results of needle biopsy of the liver in 18 cases of 
proven ‘malignant disease. 


the technique of liver biopsy, nine cases of malig- 
nant tumor have been discovered, one of these be- 
ing primary in the liver. Six cases with negative 
biopsies were later shown at autopsy to have ma- 
lignant disease, but without liver metastases. Three 
cases with biopsies negative for carcinoma were 
later shown at autopsy to have widespread malig- 
nancy with liver involvement. Of these three cases, 
one had cirrhosis of the liver, diagnosed by biopsy, 
but showed, in addition, multiple foci of primary 
carcinoma of the liver. Another had carcinoma of 
the pancreas with local extension and peritoneal 
carcinosis, portal space invasion and small tumor 
nodules in the liver capsule. The third, a case of 
abdominal carcinomatosis of undetermined primary 
site, showed no gross tumor nodules in the liver, 
but exhibited dense neoplastic tissue about the por- 
tal vein and invading the portal spaces. 

It is obvious that needle biopsy must almost surely 
fail to demonstrate sparsely scattered metastases. 
Nevertheless, in a liver grossly enlarged by tumor, 
the chance for success is reasonably good. We have 
also been impressed with the relative painlessness 
and benignity of the procedure, having encountered 
no serious complications in a total of over 400 
biopsies performed for various indications. 

The nine cases in which malignant tumors in the 
liver were revealed by liver biopsy are detailed in 
order to illustrate the range of usefulness of the 
procedure. 

Case 1. A 54-year-old white male had noted mild 
epigastric distress and progressive weakness for six 
months and a sensation of abdominal pressure for 
two weeks. He was slightly under-nourished and 
exhibited a large, hard, epigastric mass shown by 


Metastatic carcinoma. Primary in bronchus. 


Figure 2, Case 1. 
Tumor nodule on le 


Normal liver on right. 
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x-ray to be the left lobe of the liver. The sedimenta- 
tion rate was elevated. X-ray of the chest revealed 
a tumor in the right hilar area. Needle biopsy of 
the liver revealed carcinoma of undetermined pri- 
mary site (Figure 2). Death occurred one month 
later and, at autopsy, a carcinoma of the right bron- 
chus with metastasis to the liver was found. 


Comment: Needle biopsy did not indicate ‘the 
primary site of the tumor but, by establishing the 
diagnosis, obviated further discomforting diagnostic 
procedures. 

Case 2. A 47-year-old white male had noted pain 
in the right chest and fatigability for four months 
and productive cough and slight hemoptysis for two 
weeks. He had received penicillin therapy for 
“pneumonia” with slight benefit. Findings included 
a temperature of 100° F. and a few medium rales 
at the apex of the right lung. A blood count showed 
10,300 leukocytes per cu. mm. with 72 per cent 
granulocytes. The sedimentation rate was 38 mm. 
per hour. X-ray revealed an infiltration in the upper 
lobe of the right lung. The cough and fever sub- 
sided with additional penicillin, but serial x-ray 
films showed a steady progression of the pulmonary 
infiltration. ; 

During his second week in the hospital the pa- 
tient developed pain radiating from the left buttock 
into the thigh. This was associated with loss of the 
left knee jerk. Spinal fluid examination showed an 
increase in protein to 106 mg. per cent. Shortly 
thereafter, the liver and spleen became grossly en- 
larged. Needle biopsy of a palpable node on the 
surface of the liver revealed metastatic carcinoma 
(Figure 3). The patient failed rapidly and expired, 


Figure 3, Case 2. Metastatic oat cell carcinoma of bronchus. 


with purpura as the terminal event. Autopsy showed 
primary carcinoma of the right upper lobe bronchus 
with compression of the superior vena cava, hem- 
orrhage into the peritoneal cavity and metastases 
to the liver, lymph nodes, spleen, left suprarenal, 
thoracic spine, dura and spinal canal. 

Comment: Needle biopsy of a palpable liver 
nodule established a diagnosis of metastatic car- 
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cinoma, thus adding support to the clinical im- 
pression of primary carcinoma of bronchus with 
metastases to abdominal viscera and spine. 

Case 3. A 54-year-old white male physical therap- 
ist complained of epigastric and right upper quad- 
rant pain, fullness after meals, anorexia, weakness 


_ and a weight loss of 15 pounds, all of three months’ 


duration, and bloating and eructation of one month’s 
duration. He had been hospitalized 114 years pre- 
viously for treatment of “biliary dyskinesia.” Physi- 
cal examination revealed a hard 2.5 x 1.0 cm. lymph 
node in the left supraclavicular fossa and a large, 
hard, nodular liver extending into the epigastrium. 
A urine specimen contained 10-12 leukocytes, 3-4 
hyalin and granular casts and 55-60 erythrocytes per 
high power field. The prothrombin time was 83 per 
cent of normal. Serum proteins were 6.0 gm. per 
cent, with 3.4 gm. per cent albumin and 2.6 gm. 
per cent globulin. The one minute direct reacting 
serum bilirubin was 4.3 mg. per cent and the in- 
direct fraction was 6.2 mg. per cent. Gall bladder 
x-rays showed no visualization with dye. A gastro- 
intestinal x-ray series revealed a tumor involving the 
distal third of the stomach. Needle biopsy of the 
liver showed anaplastic adenocarcinoma (Figure 4),. 


Figure i 
ach. Clusters of tumor cells surrounded by fibrous tissue. 


and lymph node biopsy showed metastatic carci- 
noma of undetermined primary site. 

A diagnosis of gastric carcinoma with metastases 
to liver and lymph nodes was made. Palliative gas- 
troenterostomy was performed. Postoperatively, the 
patient developed biliary tract obstruction, was un- 
able to retain nourishment and failed rapidly. Pre- 
terminally he had a number of left-sided Jacksonian 
seizures. Autopsy revealed carcinoma of the stom- 
ach with metastases to the liver, lymph nodes, supra- 
renals, left kidney pelvis and brain. 

Comment: The needle biopsy of the liver supple- 
mented the lymph node biopsy in revealing the 
presence of an inoperable tumor. Unfortunately, 
palliative surgery was necessary. 

Case 4. A 44-year-old white male mechanic com- 
plained of indigestion, variable appetite with oc- 
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casional vomiting, dull pain and fullness in the 
epigastrium, pruritus, dark urine, progressive weak- 
ness and the recent discovery of a hard knot in the 
upper abdomen. His earliest symptom dated back 
two months. Examination revealed slight icterus, a 
palpable spleen and hepatomegaly, with a stony 
hard, nodular epigastric mass which could not be 
separated from the liver. The sedimentation rate 
was 38 mm. per hour. Laboratory studies showed 
marked impairment of liver function. Needle biopsy 
of the epigastric mass was diagnosed as metastatic 
carcinoma (Figure 5). The patient steadily de- 


Figure 5, Case 4. Edge of primary carcinoma of liver. Nuclei are 
larger and darker than those in the adjoining liver tissue on the left. 


teriorated, with progressive icterus and wasting, and 
died in coma. Autopsy showed primary carcinoma 
of the liver with obstruction of the common bile 
duct by carcinomatous lymph nodes. 

Comment: A malignant process involving the 
liver was suspected clinically, but needle biopsy es- 
tablished the diagnosis and perhaps avoided un- 
necessary surgery. Also, it eliminated the need for 
further diagnostic procedures. 

Case 5. A 51-year-old white male carpenter com- 
plained of intermittent pain in the right upper chest, 
right shoulder and arm, numbness and tingling of 
the fingers of the right hand, progressive generalized 
weakness and a 20-pound weight loss, all of four 
months’ duration. He exhibited general asthenia, 
a right-sided inspiratory lag, coarse rales at both 
lung bases, weakness and diffuse sensory loss in the 
right arm, a markedly enlarged nodular liver, dilata- 
tion of abdominal parietal veins, with filling in an 
upward direction, shotty axillary lymph nodes and 
a large, solitary right supraclavicular lymph node. 
The sedimentation rate was 30 mm. per hour. X-ray 
showed enlarged right hilar lymph nodes. The serum 
alkaline phosphatase was 12.6 Bodansky units. Both 
biopsy of the supraclavicular lymph node and needle 
biopsy of the liver (Figure 6) revealed metastatic 
adenocarcinoma of the anaplastic type seen in “oat 
cell” carcinoma of bronchus. A diagnosis was made 
of primary carcinoma of the right bronchus with 
widespread metastases involving the brachial plexus, 
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from oat cell carcinoma of bronchus. 


hilar lymph nodes and liver. The patient obtained 
some relief of pain following irradiation of the right 
brachial plexus and was transferred to another hos- 
pital for further therapy 

Comment: Needle biopsy of the liver supple- 
mented the lymph node biopsy in proving wide- 
spread metastatic carcinoma and in revealing the 
nature and probable primary site of the tumor as 
well. Although lymph node biopsy alone would 
have sufficed in this case, the positive result of the 
liver biopsy suggests its usefulness in similar cases 
not presenting an available node for biopsy. 


Case 6. A 47-year-old white electrician, who had 
had an obstructive “growth” in the colon excised 18 
months before, returned because of constant tired- 
ness, chills and fever and a 30-pound weight loss, 
all noted over a nine-months period. Examination 
revealed generalized wasting, a protuberant ab- 
domen and a markedly enlarged, hard, slightly nodu- 
lar liver extending across the entire upper abdomen. 
The sedimentation rate was 36 mm. per hour. Needle 
biopsy of the liver showed metastatic adenocar- 


Figure 7, Case 6. Metastatic adenocarcinoma. Primary in colon. 


cinoma (Figure 7). The patient was discharged on 
symptomatic therapy. 

Comment: Here again, needle biopsy established 
the presence of an inoperable intra-abdominal ma- 
lignancy, thus confirming the clinical impression 
and perhaps sparing the patient additional surgery. 
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Case 7. A 54-year-old white male farmer had 
noted anorexia, nausea, vomiting, right upper quad- 
rant pain, generalized weakness and weight loss over 
a period of three months. One and one-half years be- 
fore he had had a small melanosarcoma excised from 
the chin, with subsequent x-ray therapy and two 
operations for removal of metastatic cervical lymph 
nodes. Examination revealed general wasting, a soli- 
tary, hard lymph node in the left posterior cervical 
triangle, and a large, hard, nodular mass filling the 
epigastrium and right upper quadrant. The sedi- 
mentation rate was 26 mm. per hour. Needle biopsy 
of the abdominal mass showed liver tissue invaded 
ty metastatic malignant melanoma (F.gure 8). The 


patient subsequently expired, but autopsy permis- 
sion was not granted. 

Comment: Although the clinical data were almost 
overwhelmingly in favor of invasion of the liver by 
malignant tumor, needle biopsy established the fact 
unequivocally and, in addition, revealed the char- 
acter of the growth. 

Case 8. A 58-year old white male dentist had 
complained of vague anorexia and back pain for one 
year and, during the five months preceding admis- 
sion, suffered two attacks of spontaneous thrombo- 
phlebitis of leg veins complicated by two episodes 
of pulmonary infarction. Examination revealed 
moderate wasting, tachypnea, a weak, rapid pulse, 
distant heart sounds and a cool right leg. The pros- 
tate was moderately enlarged, and the anterior rec- 
tal wall above the gland felt indurated. The patient’s 
clinical course was complicated by a myocardial 
infarction with cardiac decompensation, bladder 
neck obstruction requiring cystostomy, progressive 
anemia, recurrent thrombophlebitis, and a progres- 
sive mental confusion, all of which combined to 
prevent an exhaustive clinical evaluation. During 
the sixth week of hospitalization the hard, nodular 
liver was palpable for the first time. Bromsulfalein 
retention was 33 per cent in 45 minutes, but all 
other liver function tests were normal. Needle 


biopsy of the liver revealed severe degenerative 
parenchymal changes and metastatic adenocarcinoma 
(Figure 9). The patient expired soon thereafter, 


Figure 9, Case 8. Metastatic adenocarcinoma in a portal space. 
Primary in pancreas. Note droplets of mucus in several cells 
and large hyperchromatic nuclei. 


and autopsy showed carcinoma of the tail of the 
pancreas with extensive metastases throughout the 
abdomen and into the peri-rectal tissues. 

Comment: Liver biopsy demonstrated a carci- 
nomatous process as the basic etiology in an un- 
usually baffling and complex case. 


Case 9. A 55-year-old white male had been re- 
ceiving liver extract, iron and vitamin B-12 for 
anemia for two years and had noted tiredness for 
three or four months and epigastric soreness for 
three weeks. Examination revealed a large, firm, 
nodular, moderately tender liver extending eight 
cm. below the costal margin, numerous spider nevi 
on the chest and shoulders and small, hard, movable 
lymph nodes in both axillae. A blood count revealed 
4.8 million erythrocytes with 13.8 gm. of hemo- 
globin. The sedimentation rate was 22 mm. per 
hour. The bromsulfalein retention was 17 per cent 
in 45 minutes and the serum alkaline phosphatase 
was 16.2 Bodansky units; other liver function studies 
were within normal limits. A chest x-ray showed a 
large cluster of lymph nodes at the left hilus and a 
round density 15 mm. in diameter in the upper 
lobe of the left lung at the level of the second an- 
terior interspace. Lung markings between this 


Figure 10, Case 9. Metastatic carcinoma. Primary in bronchus. 
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_ Figure 8, Case 7. Malignant melanoma. Primary in skin. Liver ‘ 
tissue on right and tumor on left. These tumor cells are not pig- 
mented. Inset is a bes power view of another area showing melanin 
granules in the cytoplasm of the tumor cells. 
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density and the hilus were conspicuous. X-ray 
studies showed no concentration of dye in the gall- 
bladder and no abnormalities of the entire gastro- 
intestinal tract. Needle biopsy of the liver showed 
metastatic carcinoma of undetermined origin (Fig- 
ure 10). The patient’s nutritional status gradually 
deteriorated, with eventual hypoproteinemia and 
peripheral edema. Jaundice appeared, and death oc- 
curred soon thereafter from inanition. 

Autopsy revealed a primary carcinoma of the left 
upper lobe bronchus and a 6500 gm. liver which 
was largely replaced by nodular tumor metastases. 

Comment: Needle biopsy of the liver promptly 
established the diagnosis of metastatic malignancy, 
although failing to reveal the site of origin. 


Summary 


Of 18 cases of malignant disease subjected to 
needle biopsy of the liver during life, nine were 
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diagnosed by the biopsy. Of the remaining cases, 
six had no liver metastases at autopsy, and the other 
three showed only small or localized metastases to 
that organ. We conclude that needle biopsy of the 
liver will reveal the presence of malignant tumor 
with rewarding frequency, particularly if the liver 
is enlarged. 

Of the nine positive needle biopsies, eight showed 
metastatic tumors and one a primary liver cell carci- 
noma. Of the eight cases of metastatic malignancy, 
the needle biopsies in two allowed recognition of the 
type and probable origin of the primary growth. 

In two cases, one a particularly baffling diagnostic 
problem, the needle biopsy of the liver was the only 
definite evidence of a malignant process within the 
body. \ 
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Cardiac Arrest: Its Diagnosis, Etiology and Treatment* 
Paul H. Lorhan, M.D., and W. E. Swartz, B.A. 


Kansas City, Kansas 


The catastrophe of sudden circulatory arrest in the 
operating room is an emergency which will con- 
front almost every surgeon at least once during his 
career. The active anesthetist will probably see 
many times this number of cases. It has been stated 
that a busy surgical clinic may expect approximately 
two cases a year.! 

By circulatory arrest this paper connotes the sud- 
den appearance during anesthetic administration 
and/or surgical procedures of cardiac arrest. The 
term cardiac arrest may be interpreted in one of 
two ways: 

1. That condition wherein there is the sudden 
onset of complete asystole. 

2. That condition wherein there is an occurrence 
of ventricular fibrillation. 

We have recently had an occasion to observe the 
former condition in a patient at the University of 
Kansas Medical Center. 

H. A., a 75-year-old white male, was admitted to 
the University of Kansas Medical Center May 3, 
1951,.and expired’ May 9, 1951. His chief com- 
plaint upon admission was slight exertional dyspnea, 
loss of weight, and fatiguability. The onset of this 
condition had occurred approximately seven months 
previously, at which, time he first noted the minimal 
exertional dyspnea, which also occurred occasionally 
during rest. Associated with this dyspnea there had 


*From the Department. of tie ology, University of Kansas 
nsas City, Kansas. 
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been a minimally productive cough, and an episode 
of moderate hemoptysis approximately four weeks 
prior to admission. 

Past history revealed a marked allergy to peni- 
cillin. In December, 1950, he was a patient at the 
medical center for treatment of renal disease. At this 
time pyelograms revealed a non-functioning left 
kidney. An important finding was a mass in the 
left hilar region which was discovered on routine 
roentgenographic studies. The patient had been told 
that this mass should be investigated and possibly 
removed. He refused surgical intervention. There- 
after he was followed with monthly films. The mass 
continued to increase in size; consequently, he re- 
turned to the out-patient clinic during the latter part 
of April. Repeat films revealed a three-fold increase 
in the size of the mass since the discovery. The pa- 
t.ent now agreed to surgical exploration and/or re- 
moval. 

Physical examination revealed a well nourished, 
well developed, well muscled, white male who ap- 
peared younger than the stated age, who was in no 
acute or chronic distress. Blood pressure was 150/80 
with a pulse rate of 80. He was moderately dyspneic 
with a respiratory rate of 28. There was paraverte- 
bral dullness on the left posteriorly, dullness an- 
teriorly more marked in the region of relative cardiac 
dullness. Electrocardiograms showed an occasional 
ventricular prematur-ty (Figure 1). 

Laboratory studies were well within normal lim- 
its. 
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X-ray findings showed a mass, lobulated in struc- 
ture and located in the left hilar region, which ex- 
tended out along the cardiac margins. The patient 
was considered a fair cardiac risk in view of his 
age, probable arteriosclerotic changes, and decreased 
pulmonary function due to the impinging mass. The 
diagnosis was felt to be primary bronchiogenic car- 
cinoma. Surgical removal was considered the only 
hope of cure or palliation of the condition. 

Surgery was performed the morning of May 7, 
1951. Premedication consisted of phenobarbital 
grains ¥2, Demerol 75 mg. and atropine sulfate 
grains 1/150. Induction and intubation were ac- 
complished without difficulty by using one mg. of 
decamethonium bromide (syncurine) and 10 cc. of 
2.5 per cent solution of pentothal sodium. The 
patient was placed in position for a left pneu- 
monectomy. A fluctuation of blood pressure ap- 
peared and persisted throughout the operation; how- 
ever, this was never extreme and did not vary over 
15-30 millimeters of mercury. Anesthetic agents 
were nitrous oxide, oxygen, and pentothal sodium. 

A left radical pneumonectomy was carried out 
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with an intrapericardial approach to the major pul- 
monary vessels. The surgical opening in the peri- 
cardium overlying the right atrium was about five 
centimeters in diameter. The operation continued 
without ‘event until the pulmonary artery was dis- 
sected free and manipulated prior to ligation. There 
was a noted incidence of a number of ventricular 
prematurities at this time, and this continued until 
the chest was closed. Whole blood, 500 cc., was ad- 
ministered; the blood loss did not appear to be in 
excess. The pericardium was not ¢losed in view of 
the possibility of a postoperative cardiac tamponade. 
The chest was closed in the usual fashion with es- 
tablishment of negative pressure by the suction 
technique. 

When an attempt was made to turn the patient 
to the supine position, it was noted that the pre- 
viously strong radial pulse had ceased, arid simul- 
taneously the patient was having gasping respiratory 
efforts and becoming cyanotic. An endotracheal tube 
was in place and positive pressure breathing with the 
bag, containing 100 per cent oxygen, was started 
immediately. The chest was re-opened within 45 


Figure 1. An occasional ventricular premature contraction is recorded as noted in Lead I. There is some notching of the QRS complex 
as noted particularly in Leads III and AVL, which may be associated with some conduction defect of the myocardium, non-specific in 


character. Otherwise the record is not unusual. 
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- seconds after noting the absence of pulse and respir- 
atory difficulty. Upon opening the chest the myo- 
cardium was observed as being in complete asystole. 
One cc. of 1:1000 adrenaline hydrochloride and five 
cc. (500 mg.) of procaineamide were injected into 
the right ventricle. Cardiac massage was instituted 
immediately. The patient had been without pulse 
for an interval of one minute. After approximately 
three minutes of vigorous massage, the myocardium 
began contracting weakly, and one minute later it 
appeared to be essentially normal in contractile 
properties. 


At this time electrocardiographic tracings were 
taken (Figure 2). These tracings indicated a bundle 
branch block with second degree heart block. 


The blood pressure stabilized at 90/40 with a 
pulse of 60. The chest was closed, and the patient 
remained in the lateral position for approximately 
two hours. The patient was then bronchoscoped and 
returiied to the recovery room. Blood pressure at 
this time was 100/60 and the pulse rate was 90. 


Figure 2. There is a bundle branch block with second de; 


is manifested in Lead II with the P wave preceding the QR 
preceding the T wave. 
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Electrocardiograph tracings taken 24 hours after the 
previous gram were within normal limits. 

The postoperative course was stormy. The patient 
did not recover complete equilibrium and sensorium, 
although he did clear slightly. He responded to loud 
noises and, seemingly, recognizéd attendants, but he 
was incoherent as to his previous work in the field 
of chemistry. His course continued downhill and in 
mid-afternoon on May 9, 1951, two days _post- 
operatively, he suddenly sat up in bed and com- 
plained of marked dyspnea. There was emesis of 
several hundred cubic centimeters of frank blood- 
stained fluid. Respiration ceased. 

Upon reviewing the case, the surgeons speculated 
as to the cause of the cardiac arrest. They surmised 
that the patient had become stabilized (cardio-cir- 
culatory system) to the lateral position of opera- 
tion. When an attempt was made to turn him, a 
mechanical and reflex circulatory collapse (by tor- 
sion of ‘the great vessels) was precipitated, causing 
a markedly diminished cardiac output with a re- 
sultant cardiac failure. 


ee heart block as manifested by P waves occurring with dropped beats. This 
complex by .28 seconds and a P wave falling just after the QRS complex, 


— 


JULY, 


Others (P. H. L.) of us thought that in view of 
the electrocardiograph tracings, the condition might 
have been a mechanical heart block. It is recalled 
that there was a defect in the pericardium overlying 
the right atrium and coronary sulcus, and that there 
seemed to be an over enthusiasm in the re-establish- 
ment of negative pressure in the left chest. These 
two factors, plus the turning of the patient to the 
supine position, might have precipitated a hernia- 
tion of the right atrium, or portions thereof, through 
the pericardial defect, thus causing, in effect, a con- 
strictive pericarditis with resulting mechanical heart 
block. Any attempt at a postulation of the actual 
etiology of the arrest in this patient would be pure 
speculation. The essence of this paper is to discuss 
the subject of cardiac arrest, its diagnosis, its pos- 
sible etiology, and its treatment. 

Diagnosis 

It is recalled, by reviewing the case history of 
H. A,, that the first indication of the possibility of 
a cardiac arrest was the evidence of the apparent 
respiratory difficulty and cyanosis. This condition 
occurred at the anesthesiologist’s station. At approx- 
imately the same time, it was noted that there was 
a lack of pulsation of the radial artery. 
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It is found from perusal of the literature that the 
first indication of cardiac arrest is sudden, gasping, 
respiratory efforts, and that such a condition is 
usually first seen by the anesthetist. Simultaneously, 
there is also noted the absence of pulsation in the 
periphereal vessels. When the surgeon is instructed 
of the patient’s condition, he notes the absence of 
pulsation in the large vessels, along with the lack 
of bleeding from the operative wound. The an- 
esthetist likewise notes the absence of blood pres- 
sure. If there is sufficient hemoglobin, and espe- 
cially if the patient is in the Trendelenberg position, 
a marked cyanosis will be observed. If the head 
should be in a higher position than the heart, an 
ashen pallor is evident rather than cyanosis. All of 
these factors constitute the diagnosis of cardiac ar- 
rest; however, any of these factors will necessitate 
prompt attention to the possibility of the condi- 
tion and the prompt application of necessary pal- 
liative measures. 


Etiology 
The etiology of the condition is of the utmost im- 
portance if therapeutic measures are to be effica- 
cious in the treatment of the condition. This is 
especially true concerning the use of pharmacologi- 


Figure 3. The rhythm is sinus in origin. The record is essentially unchanged from the preoperative tracing. 
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cal agents and the institution of possible prophy- 
lactic measures. The etiology of the condition of 
cardiac arrest may be divided into several broad 
physiological principles. 

I. Parasympathetic effects with resulting cardiac 
asystole. 

_A. Vago-vagal Reflex. This mechanism is prob- 
ably of greatest importance as an etiological agent 
in the precipitation of cardiac arrest. In this mech- 
anism there is thought to be a stimulation of various 
areas containing afferent fibers of plexi of vagal 
origin. The stimuli, it is postulated, may pass up 
the vagus nerves via afferent fibers, impinge on the 
dorso-lateral nucleus of the brain stem, and pass 
back down the vagal e‘ferent tract to the heart. 
These impulses may cause a marked bradycardia or 
even cardiac arrest. 

An example of this reflex may be seen in the 
work of Michael Johnstone.2 He found that there 
was vagal inhibition of the heart during inhalation 
anesthesia. This inhibition, he felt, varied directly 
with the irritancy of the inhaled vapor. The anes- 
thetic probably stimulates the sensory nerve endings 
in the lungs with resulting cardiac inhibition through 
the pulmo-cardiac reflexes. He found a profusion of 
arrhythmias during this work which offered further 
proof to the explanation of vago-vagal reflex. The 
various arrhythmias found were: sinus bradycardia, 
, A-V nodal rhythm, partial and complete A-V block, 

A-V nodal bradycardia, ventricular standstill, and 
complete cardiac arrest. He also found that all of 
these possibilities were prone to occur in individuals 
of supposedly increased vagal tone, due either to or- 
ganic lesions or to parasympathotonia. Many other 
examples of this reflex may be found anatomically, 
due possibly to the impingement of other efferent 
fibers on the vagal nuclei. 

B. Direct Vagal Stimulation. This mechanism is 
somewhat more rare than the vago-vagal reflex. It 
consists merely of stimulation of the vagus nerve 
with resulting inhibiting impulses passing down the 
efferents to the receptors of the myocardium. 

C. Parasympathomimetic Effects of Barbiturates 
and Cyclopropane. It has been found by various 
workers that the intravenous barbiturates and cyclo- 
propane act synergistically in a parasympathomi- 
metic fashion to cause cardiac inhibition by enhanc- 
ing vagal tone. 

II. Sympathetic effects with resulting ventricular 
fibrillation and, in essence, a functional cardiac ar- 
rest. 

A. Anesthetic Agents. Various anesthetic agents 
have been found to cause increased sensitivity of the 
heart to epinephrine with resulting increased cardiac 
irritability which, combined with other stimuli, may 
cause ventricular fibrillation. 
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B. Shock of Surgical Procedure. The shock ot 
prolonged and hazardous surgical procedures has 
been found to create an increased sensitivity of the 
myocardium to epinephrine with resulting effects 
as above (see II-A). 

C. Carotid Sinus Stimulation. Incidents of carotid 
sinus stimulation have been postulated as causing 
ventricular fibrillation. 

D. Excitement. Excitement creates an increased 
secretion of epinephrine which, coupled with an in- 
creased sensitivity of the myocardium to epinephrine, 
may precipitate ventricular fibrillation. 

E. Hypoxia. Hypoxia is another condition in 
which there is an increased irritability of the myo- 
cardium and, with associated increases in epine- 
phrine, may cause ventricular fibrillation. 

Ill. Hypoxia. 

A. Acute Hypoxia. Acute hypoxia not only may 
function in the method above, but may actively 
cause failure of the heart. 

B. Acute Hypoxia Coupled With Chronic Hy- 
poxia, Acute hypoxia is recognized as being ex- 
tremely dangerous to the patient who has long suf- 
fered from chronic hypoxia with only the carotid 
sinus functioning as the regulator of respiration. 
When such acute hypoxia (with associated increases 
of carbon dioxide) occurs, it affects the carotid 
sinus and vasomotor center adversely, causing respir- 
atory embarrassment, vasomotor collapse, and pos- 
sible cardiac arrest. 

IV. Shock. 

The condition of typical primary shock due to 
blood loss and vasomotor collapse can decrease the 
cardiac output to such an extent that there is 
cardiac arrest (failure) due to the increased load on 
the heart. 

V. Over-Dosage of Anesthetic Drugs or Abnor- 
mal Sensitivity to Anesthetic Agents. 

A. Ether. Ether may cause vasomotor collapse 
and peripheral dilatation with resulting fall in 
blood pressure and possible cardiac arrest (failure ). 


B. Ethyl Chloride and Chloroform. These drugs 
actively depress the myocardium, and, in those pa- 
tients of unstable cardiac reserve, they could feasibly 
cause cardiac arrest. 

C. Cyclopropane. Cyclopropane not only in- 
creases the sensitivity of the myocardium to epine- 
phrine but also actively slows the conduction time 
of the transmission system of the heart. 


Treatment 
After careful perusal of the foregoing classifica- 
tion of the possible etiologies of cardiac arrest, it 
will be seen that the treatment can be rational and 


efficacious when based on a knowledge of the pos- 
sible etiology. Treatment may be irrational and 
haphazard when random methods are tried without 
attention to the possible causative factors. 

True cardiac resuscitation has been defined as 
“full and durable restoration, in due time to avoid 
eventual death, of the essential functions of a heart 
which has lost its power to propel blood and which, 
to all appearances, is unable to recover spontaneously 
its effective value as a pump.” Resuscitation is ac- 
complished by two main methods: 1. restoration of 
the oxygen system by breathing actively 100 per 
cent oxygen via an endotracheal tube; 2. restoration 
of the heart beat by cardiac massage. 

Restoration of the oxygen system is imperative to 
allow maximum oxygenation of a diminished blood 
supply. Such restoration is necessary for good oxy- 
genation of the central nervous system which incurs 
irreversible damages after three to five minutes of 
hypoxia. Active artificial respiration has also been 
found to further enhance the circulation. Naturally, 
with a pump that has failed, the oxygenation of the 
lungs does no good unless blood is coursing through 
the lungs to be oxygenated. This is accomplished 
by manually operating the “pump,” ie. cardiac 
massage. It is found that upon active massage the 
blood pressure can go as high as 100/60; the pulse 
can reach between 40-60 per minute; and a strong 
pulse pressure can be palpated in the peripheral ves- 
sels. The above maneuvers can keep the patient 
alive until the myocardium resumes its function. 

These measures are the emergency treatments 
which are used while other agents are being at- 
tempted in order to alleviate the causative situation. 
If the condition is thought to be due to shock, 
massive transfusions may be given. If the condition 
is thought to be due to heart block or other evi- 
dences of decreased irritability, epinephrine may be 
given in the region of the S-A and A-V node to 
stimulate the pacemakers. Pronestyl (200 mgm.) 
and procaine hydrochloride (100 mgm.) have been 
used to decrease the irritability of a fibrillating ven- 
tricle and also have been used in cases where ex- 
treme abnormalities of rhythm were noted prior to 
the arrest. Johnstone? has advocated the use of 
atropine, either intermuscularly or intravenously, 
during arrest for those cases where vagal stimula- 
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tion, directly or indirectly (vago-vagal reflex), is 
the precipitating factor. 

Special attention should be given to the necessity 
of distinguishing the two forms of arrest. The wrong 
type of therapy can remove all possibilities of resus- 
citating the patient. If there is cardiac asystole, 
epinephrine is the drug of choice for stimulating; 
and procaine or pronestyl will not be contraindicat- 
ed. However, should it be a case of fibrillation, 
nothing should be done, not even massage, until 
the heart has been defibrillated. Epinephrine in a 
fibrillating heart is definitely contraindicated be- 
cause it increases the irritability. Various methods 
of defibrillation have been attempted. Among these 
methods are procaine hydrochloride and pronestyl. 
A newer method, devised by Beck,? has advocated 
the use of an A.C. current of 110 volts and 1.5 
amperes to cause the cessation of the circus move- 
ments in a fibrillating heart. 


Techniques of massage are widely varied in so 
far as the approach to the heart is concerned, but 
the massage is essentially the same. It consists of a 
gliding stroking motion toward the great vessels 
either compressing the heart between the thumb and 
fingers or against the sternum. Various approaches 
are transperitoneal subdiaphragmatic, transperitoneal 
transdiaphragmatic and transthoracic. Beck has re- 
cently developed a suction cup apparatus for mas- 
sage which seems to be somewhat more efficacious 
because a better filling of the chambers is accom- 
plished, and the pulse rate can be increased greatly 
over that of the manual technique. 


Summary 


A case history of cardiac arrest is given along 
with the various postulations as to the etiology. The 
diagnostic findings in cardiac arrest are elaborated. 
A comprehensive classification of the various possi- 
bilities of etiology is outlined. The treatment of the 
condition with emphasis on pharmacological agents, 
techniques of massage, and defibrillation has been 
discussed. 
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The Early Care of Injuries of the Genito-Urinary Tract 


Committee on Trauma, American College of Surgeons 


Injuries of the Kidney 


Injuries of the kidney range from a mild con- 
tusion without rupture of the capsule, through all 
grades of rupture and crushing to complete sever- 
ance of the vascular pedicle. There may be no other 
injuries or there may be accompanying injuries such 
as lacerations, fractures of ribs, limbs, or skull, punc- 
tmre wounds, et cetera. The kidney may not be the 
Only internal organ damaged and in many instances 
the injuries to other organs are more important 
than that to the kidney. 

Injuries to the kidney result from (1) falling 
egainst a rail or other edge; (2) collision with 
others in sports such as football, baseball, hockey, 
et cetera; (3) a blow on the abdomen or flank by a 
piece of machinery or falling object; (4) crushing 
injuries, as between two cars; (5) automobile, coast- 
ing, and skiing accidents; and (6) gunshot wounds. 

Diagnosis is usually not difficult. The appearance 
of blood in the urine in any amount, large or small, 
combined with the history of injury and pain in the 
flank, is usually sufficient. Usually present are other 
findings such as tenderness and perhaps tumor in 
the kidney region, rib fracture, or local body lacera- 
tions. 

It is more difficult to determine the severity of 
the injury to the kidney, and for this pyelography 
is essential. Excretory pyelography often shows only 
nonfunction of the affected kidney; but retrograde 
pyelography, if feasible, will usually show the ex- 
tent of rupture and of destruction of the normal 
pelvic architecture. 

Treatment is directed, first, to the saving of life 
and, second, to the conservation of renal tissue and 
function. 

The patient's general condition is the most im- 
portant guide to the immediate treatment. If the 
general condition is good and remains so, with nor- 
mal or rising blood pressure and no evidence of 
increasing or serious hemorrhage, a period of quiet 
rest is the best treatment. Especially in children, this 
should not be cut too short, If the pyelograms show 
no great deviation from normal renal architecture, 
both the patient and his kidney may be expected to 
recover completely. 

If condition at first is good but deteriorates with 
falling blood pressure, evidence of increasing hem- 
orrhage and a growing mass in the flank or upper 
quadrant, or if the patient is in collapse when first 
seen, transfusions should be given and the degree 
of renal injury determined by pyelography. If this 
shows no great deviation from normal, it is still ad- 


visable to refrain from operation and trust to rest 
and further transfusion, since most of such patients 
will recover. A few may require operation later be- 
cause of perinephric abscess, cyst, or hydronephrosis. 

When the pyelogram reveals that the kidney is 
blasted beyond recognition and especially if signs of 
progressive hemorrhage are evident, prompt ne- 
phrectomy is indicated, provided the patient’s gen- 
eral condition will permit. Experience has shown 
that nephrectomy in the presence of severe shock is 
very often fatal. In gunshot wounds with concomi- 
tant bowel perforation the whole attention should 
be given to the bowel and no attempt made to repair 
the kidney unless the patient is an excellent surgical 
risk. 

In summary, it is safe to say, first, that the great 
majority will recover without operation, but there 
is a small group in which the kidney has been 
irreparably damaged and must be removed; second, 
operation on the kidney during shock is absolutely 
contraindicated; and, third, retrograde pyelograms 
give essential information often not obtained from 
excretory pyelograms. 

Injuries of the Bladder 


Except for the penetrating wounds of warfare and 
the occasional accidents of pelvic and transurethral 
surgery, rupture of the urinary bladder almost al- 
ways occurs as a complication of fracture of the 
bony pelvis. Fully 95 per cent of bladder ruptures 
encountered in civilian practice are from this cause. 
Indeed, the coincidence is so classical that in every 
case of pelvic fracture, bladder rupture should be 
suspected and immediate examination carried out 
lest it be overlooked and hours of serious urinary 
extravasation occur before it is discovered. 

With the pubic arch or one of the pubic rami 
splintered, a spicule of bone cuts or pierces the front 
bladder wall. Accumulated urine within the bladder 
flows out into the loose areolar tissue of the space 
of Retzius from tonic bladder contraction and, there- 
after, that which is excreted continues to extravasate. 
After only a few hours of this leakage, extensive ex- 
traperitoneal extravasation of the pelvic cavity oc- 
curs with severe phlegmonous destruction of the 
infiltrated tissues and extreme general toxemia from 
local absorption. In these rare instances in which 
the bladder fundus is ruptured, the leakage is intra- 
peritoneal and, surprisingly enough, far better tol- 
erated than when the perivesicular structures are in- 
filtrated. 

The symptoms of bladder injury are often obscure 
until such time as extensive extravasation has oc- 
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curred. Unless bladder injury is suspected, the deep 
pubic distress can easily be mistaken for the pain of 
the pelvic fracture. Occasionally persistent bladder 
spasm occurs with so-called bloody anuria, i.e. fre- 
quent attempts at voiding but passing nothing but a 
few drops of blood. Far more often than not, if 
bladder injury is not suspected and adequate ex- 
aminations made, the situation will go unrecognized 
until board-like rigidity of the lower abdomen de- 
velops from peritoneal irritation. Meantime increas- 
ingly profound general symptoms develop. 

The diagnosis depends entirely upon direct exam- 


ination. Every patient with pubic fracture should be. 


catheterized at once. If a catheter enters readily, the 
urethra is not seriously damaged. If some quantity 
of clear urine is obtained, the bladder is not dam- 
aged. Indeed, one may then be certain that no in- 
jury has occurred anywhere throughout the urinary 
tract. If a sizeable quantity of urine is obtained, 
even though it may be bloody, there is reasonable 
assurance that nothing worse than bruising of the 
bladder wall has occurred and an indwelling catheter 
for a few days is all that may be necessary. Excretory 
urograms should, of course, be done to exclude renal 
injury causing the bleeding. 

But if the catheter enters the bladder readily and 
nothing is obtained but a little watery or clotting 
blood, bladder rupture is almost a certainty. 


The simplest means of confirming the diagnosis 
of bladder rupture is both time-honored and, if 
done under proper sterile technique, quite safe. A 
measured quantity of sterile water (perhaps 200 
cc.) may be injected through the catheter and, if 
little or none can be recovered, bladder rupture is 
almost certain. If the exact amount can be recov- 
ered, bladder rupture is not likely to be present. 


While this simple procedure is quite useful as a 
makeshift, there is room for error and it is far bet- 
ter, when possible, to use a small amount of opaque 
medium commonly used for intravenous urography, 
adding it to 200 cc. of sterile water, and take a 
cystogram (anteroposterior and semilateral). Dif- 
fusion of the dye in the extravesical tissues of course 
cinches the diagnosis. 

The treatment of bladder rupture entails two 
things—and the quicker tlrey are accomplished the 
better. First, further extravasation must be stopped 
at once by an emergency cystostomy. Second, all of 
the loose areolar tissue in front and at the sides of 
the bladder presenting the telltale watery appear- 
ance of extravasation must be opened widely by 
finger dissection and drained by multiple Penrose 
drains. While it is far less urgent than either of 
these, some attention should be paid to the bladder 
injury itself. Usually this amounts to nothing more 
than a small puncture wound in the front bladder 
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wall that can be closed with a single stitch or even 
used as the cystostomy opening if near the midline. 
Unless extravasation has been unusually extensive 
the drains can be withdrawn gradually after a few 
days and a Foley bag catheter exchanged for the 
cystostomy tube until the wound has healed. 


Injuries of the Male Urethra 


Injuries of the male urethra require early rec- 
ognition and prompt treatment. The immediate 
danger is shock and extravasation. Minor injuries 
may heal spontaneously while severe injuries are 
surgical emergencies. They may be divided into two 
groups: (1) anterior urethra, which includes the 
bulbous portion, commonly involved in straddle in- 
juries, and (2) posterior urethra, more often in- 
volved in fractures of the bony pelvis. 

Symptoms and Diagnosis: (1) blood at the 
meatus is the earliest and most common sign; (2) 
retention of urine occurs in severe injury; (3) the 
swelling of urinary extravasation may be seen in the 
perineum, scrotum, or lower abdomen if the patient 
has urinated; (4) rectal examination is valuable in 
posterior urethral injury. In complete rupture the 
prostate is rendered movable and dislocated upward; 
(5) catheterization is imperative to determine the 
degree of injury but must be done with utmost gen- 
tleness and strict asepsis. 

Treatment: If catheterization is possible, a Foley 
bag catheter should be left indwelling to prevent 
voiding with the danger of extravasation. If clear 
urine in quantity is obtained, there is assurance that 
injury of the bladder has not occurred. 

If a catheter will not pass, it is evidence that com- 
plete rupture has occurred. Two problems at once 
present themselves: first, extravasation of urine and, 
second, re-establishing continuity of the urethra. 
Fortunately an asthenic retention often occurs and 
the patient is seen before he has extravasated his 
torn tissues by voiding. In such an event, immediate 
cystostomy must be done. If delay is unavoidable, 
suprapubic trocar puncture is justified. 

If the patient has already extravasated his tissues 
by voiding, immediate cystostomy still is indicated 
to avoid further extravasation. At the same time, 
wide incision and drainage of the extravasated areas 
must be done to prevent massive tissue sloughing 
and infection. 

With the bladder open, a sound can be passed 
from within outward to meet a second sound passed 
into the urethra. Holding metal on metal the outer 
sound can be guided past the fault in the urethra 
and advanced into the bladder. The heel of an ordi- 
nary catheter may then be pushed tightly onto the 
tip of the sound and drawn back out of the urethra. 
The tip of a Foley bag catheter may then be stitched 
to the plain catheter and drawn into the bladder and 
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inflated. It is left indwelling two or three weeks 
as a splint over which the urethra will bridge and 
heal. It also offers perfect bladder drainage so that 


cystostomy drain can be removed in a few days and * 


the wound allowed to heal. 

Injury of the female urethra is uncommon. A 
catheter can usually be passed and may be left in 
place five to ten days, depending upon the extent 
of injury. 

Injuries of the External Genitalia 

Closed wounds, such as contusions or rupture of 
the penis, are treated expectantly. Large hematomas 
should be evacuated under rigid asepsis. 

In open wounds of the penis and scrotum, general 
surgical principles apply. Restore normal conditions 
as far as possible. If the testis is avulsed but blood 
supply is intact, replace it in the scrotum. Primary 
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repair is usually possible and seemingly hopeles: 
wounds will often heal without difficulty. The fo’. 
lowing procedure is recommended: 


1. Cleanse with soap and water, and irrigate wit!: 
saline. 

2. Save every bit of viable skin. It is seldom nec. 
essary to trim skin edges. 

3. Control hemorrhage. Compression may be ap- 
plied to the penis over an indwelling cathete:. 
Sutures may be necessary in bleeding from corpor: 

4. Close without drainage, using absorbable su- 
ture to skin of scrotum. Is skin is totally denuded 
and inadequate for closure, apply fine mesh vaseline 
gauze and arrange for early split-thickness skin 
graft. 

5. Protect with antibiotics and administer anti- 
tetanus therapy. 


PATRONIZE JOURNAL ADVERTISERS 


It is advertisers who make possible the publication of the Journal in its present form. 
They are deserving of your patronage. 
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A LETTER FROM THE DEAN 


At this time when I assume the duties of dean of the University of Kansas Medical 
Center I wish that it were possible for me to write a personal letter to each one of you 
who is a member of the Kansas Medical Society. Since time and facilities do not permit 
of this, I hope that this general letter will serve in its stead. 


As you all know, I have been associated with the medical center for one year; I 
arrived here in days of hardship for the state, just as the waters were building up to a 
disastrous flood. I take over my duties now in the days of good fortune when our record 
wheat crop is being harvested. I hope that this latter evidence of the abundance of nature 
represents an omen for the future of our school. Certainly it represents to me the complete 
meaning of our state motto. ; 


I should like to reaffirm to you the functions which a medical center such as ours 
must provide. These, primarily, are: education, research, and community service. Each of 
these functions, I believe, is important to you as well as to the members of our allied 
professions: nursing, pharmacy, veterinary medicine, and hospital councils. The medical 
center is here to serve all of you and it is my purpose to implement this service. 


Our function of education has many facets—the medical school, the nursing school, 
the training of medical technologists, occupational and physical therapists and practical 
nurses, and, to me the one of great prominence, our program in postgraduate medical 
education. We have at the moment one of the outstanding programs in postgraduate 
medical education in the country. It is my hope that we shall be able to continue our 
leadership in this field; it is my promise to you that this is of prime importance in our 
charting for the future. 


With this program we need your help. We need above all else your suggestions, your 
critical comments and your advice. Here, as in every other function of the school, our 
problems are your problems, our plans are your plans, and our success, when it comes, 
must be your success. I cannot conceive of any two entities within a state whose 
aspirations and problems are more indissolubly one than the school of medicine and the 
medical society. For this reason I pledge our cooperation to you and ask your cooperation 
for us. Together we cannot fail to strengthen and improve our mutual programs designed 
to benefit every citizen of Kansas. 


I hope that in the near future I may have the pleasure of meeting each one of you. 
I trust that when you visit the medical center you will find time and feel free to come 
in and visit with me._In like manner I shall feel free to call upon you as I travel 
throughout the state. 


I am taking over my new duties with humility and yet with pride. I am proud of 
our school and its achievements, but I am most proud of the fact that I am a Kansas 
physician. 


W. CLARKE WESCOE, M.D., Dean 
University of Kansas School of Medicine 
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PRESIDENT’S PAGE 


Dear Doctors: 


The history of the medical profession—past and present—is one of the most interest- 
ing, and in fact, amazing of all human documents. The achievements of medicine in the 
past 50 years through research and discovery are truly amazing and have resulted in the 
perfection of tools for the medical profession which have had far-reaching results in the 
treatment of human ailments to the end that many of the formerly dreaded diseases of 
the past are now in reality only memories. ; 


The span of life has also been substantially increased. The average American is re- 
ceiving more and better medical care as a result than ever before, and certainly we are 
the best cared for group of people in the world. 


All of this has recently been given a great deal of publicity; however, there are other 
factors which are definitely responsible for this marked progress of American medicine. 
We would call your attention to one of the most important. We refer to the moral con- 
science of the profession at large. Probably no one in the professional field or otherwise 
has a greater opportunity to exploit the public more completely than the medical pro- 
fession. Let it be said to the credit of the profession that this has been done only in a very 
minor degree, due to the existence of the very definite conviction of the profession at 
large in regard to this matter of moral consciousness. 


Dr. Rudolf Matas in describing this matter has said, “The moral conscience is that 
intangible something, a still small voice that rising from the depths of our inner-most 
selves whispers a warning when we are doing wrong. It is the spirit of ancestral genera- 
tions which, whether good or bad, is housed in us while in transit to our successors. 
When a man wakens to the ring of his conscience, gets to work and starts to put his 
house in order, we may say he has character. Character is the will to put into action 
what the voice of conscience has roused in him. Conscience without the will to act upon 
its bidding is powerless and might as well be dead.” 


The existence through the years of the history of the profession of a moral conscience, 
together with the development of a medical conscience, has been one of the finest 
contributions of the profession to human existence. It has possibly not been given the 
publicity which it so well deserves; however, without it as a foundation, the record of 
modern achievements in medicine could not have been so wonderfully written. 
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EDITORIAL COMMENT 


More Power from Niagara 


An interesting pamphlet recently was prepared by 
five electric power companies in New York. They 
are fighting a legislative proposal to create a huge 
federal power plant at Niagara which will furnish 
electricity for a wide area around New York. This 
is unrelated to any problem of medical care, but 
since it quite clearly represents an encroachment by 
the federal government upon free enterprise it was 
considered worth reviewing for the physicians in 
Kansas. 

The United States Senate ratified a treaty with 
Canada in 1950 which permits the United States to 
utilize additional water from the Niagara River for 
power production purposes. Shortly thereafter Sen- 
ator Lehman of New York and Representative 
Franklin D. Roosevelt, Jr., also of New York, pro- 
posed bills to construct such power plants from 
federal tax funds. The five electric power companies 
declared that they are in a position to build such 
plants quicker and cheaper without tax money and 
that the revenue from this power will produce addi- 
tional tax income instead of reducing it as would be 
the case under the other proposal. They state in 
part, “Loss of tax revenue is a serious threat to our 
national income, and any project that means curtail- 
ment of tax revenue—especially when private enter- 
prise is ready, willing and able to do the job— 
should be rejected.” These companies claim the total 
public benefit would be $40 million yearly under 
development by private enterprise. 


The real point of this battle is that this is the 
first time the federal government has offered to 
invade the field of free enterprise for the construc- 
tion of machinery solely to create electric power. In 
every other instance the construction has been 
performed on the basis of flood control, navigation, 
reclamation, irrigation or sanitation. This is strictly 
a project to provide more electric power and nothing 
else. This has nothing to do with the controversial 
St. Lawrence seaway which is 250 miles from Ni- 
agara Falls. 


It is, therefore, federal-fnvasion of the field of 
electric utility companies. Should the bill pass, tax 
money will be used for the creation of this project. 
The pamphlet was sent to medical societies, and the 
above summary is published here, to show that the 
problem of socialization involves not one business or 
profession but all of them. Today America is no 
longer fighting just socialized medicine but the 
encroachment of socialization in all fields of enter- 
prise. This thought is stated in the pamphlet as 
follows: “The issue is clear cut. Shall the govern- 


ment enter directly into competition with its own 
citizens in the production and sale of electricity? 
And if government is to be permitted to nationalize 
the electric light and power industry, what is. to 
prevent nationalization of other industries? Banks, 
for instance, transportation, the oil and steel indus- 
tries, etc? Other countries have followed that pat- 
tern, and today America is being called upon to help 
pay for their costly experiments.” 


mis 
Malpractice Insurance 


There has been considerable confusion in the 
minds of numerous physicians on the subject of mal- 
practice insurance. Sufficient questions have been 
asked to make it appear appropriate that a state- 
ment be carried in the Journal. 

The Kansas Medical Society believes it only good 
judgment for each practicing physician to carry 
malpractice insurance. There are four or five or 
perhaps more reliable companies selling insurance 
of this type in Kansas. These companies differ in 
their philosophy on how much insurance the individ- 
ual physician requires, and the medical society does 
not believe itself to be in a position to argue this 
point. Some companies favor low limits and careful 
legal attention to each case, while others insist that 
higher limits are necessary. Physicians can be found 
who will support each of those views, and some have 
purchased policies with more than one company. 

An occasional member carries no malpractice in- 
surance in the mistaken belief that the Kansas 
Medical Society provides him protection should this 
be required. In an effort to make this point perfectly 
clear, it is stated again that the Kansas Medical 
Society carries no malpractice insurance for any 
physician. The Society strongly urges each doctor to 
provide such protection for himself through which- 
ever company he wishes to select. The Kansas 
Medical Society does have a Defense Board which 
may be of assistance but only within specific and 
limited fields. 

Assistance from the Defense Board is supple- 
mental to the work of an insurance company and is 
available to a physician upon request, and then 
only following approval of his county society and 
the councilor of the district in which he resides. 

The revised Constitution and By-laws, Chapter IX, 
Section 1, carries the following explanation. “Mem- 
bers of the Kansas Medical Society are urged to 
carry individual professional insurance with com- 
mercial companies as these usually include possible 
indemnity in their policies, but additional assistance 
of the Society Defense Counsel may be provided if 
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necessary or desired. It shall be the duties of the 
members of the Defense Board, severally or collec- 
tively, to investigate all claims of malpractice made 
against members desiring Society assistance; to assist 
in conducting the defense, and to pay the Society 
defense attorney his fee and expenses from funds of 
this Society within their control, but they shall not 
pay or obligate this Society to pay any court costs or 
judgments rendered against any member in the final 
determination of any case, nor shall they be obli- 
gated without affirmative action to pay the fees of 
any local attorney employed by the member. The 
Defense Board shall be empowered to contract with 
agents or attorneys as it deems necessary, insofar as 
the amounts to be expended thereby are approved 
or do not exceed the amount of the annual budget 
for defense purposes.” 

The by-laws give more details concerning the 
work of the Defense Board, but the above paragraph 
explains the limits within which the Defense Board 
can operate. Any member wishing further informa- 
tion on this subject may write the Executive Office 
for a copy of the Constitution and By-laws. 


Another frequently asked question is why the 
Kansas Medical Society will not select one company 
from which all members might purchase their mal- 
practice insurance. This answer is relatively simple 
when viewed from the experience of states that have 
followed such procedure: It has happened that one 
or another company has withdrawn its policy from 
a Certain state as a result of a series of adverse 
judgments. Should that happen where only one in- 
surance company is operating, it could immediately 
affect each practicing physician in the state. More- 
over, the medical profession has experienced excel- 
lent service from several companies currently oper- 
ating in this state and therefore it is believed that 
the individual physician should make his own deci- 
sion according to his own knowledge as to which 
company he prefers. 


American Apathy ; 


A great hue and cry has been raised recently by 
civic clubs, women’s organizations and editorial 
writers throughout the country in an effort to instili 
basic principles of citizenship in the people of voting 
age in this nation. But the American people, ac- 
customed as they are to independence in thinking, 
action, and, if they are so disposed, lack of action, 
continue to be apathetic about registration and 
voting. 

Opportunities to exercise citizenship akound in 
business and professional life, but the most direct 
and most effective application is at the folls. In 
spite of the importance of this opportunity, voters 
are so indifferent that the turnout decreases at each 
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election. Only 49 million of the approximately 9¢ 
million eligible voters in the United States cz 
ballots in the 1948 election. 

A recent study by the Saturday Evening Pes 
compared election participation in this country wit! 
that of other leading nations of the world and dis 
closed that only 51 per cent of our people wer: 
interested enough in the conduct of national affair. 
to express their preferences. In the most recen: 
election in Belgium, 90 per cent exercised their righ: 
of franchise; in Italy, 89 per cent; in Great Britain. 
82 per cent; in France, 75 per cent; in Japan, 7() 
per cent. 

It is granted that residents of those countries have 
had more direct threats to freedom than we have 
known. Among their neighboring countries they 
find evidence of the power that takes over when 
freedom is lost. They understand from personal 
observation that citizens who do not safeguard their 
liberty soon lose their individual rights. They are 
concerned about what might happen to them; they 
make use of their opportunity to vote for the candi- 
dates who will truly represent them and their ideas 
in government. 

We know nothing of dictatorships from experi- 
ence or from personal observation. Our battle is to 
maintain the advantages we now enjoy, an easier 
battle by far than would be a struggle to regain free- 
dom should it be lost. We are acutely conscious of 
military aggression by foreign powers that threaten, 
but lose sight of the fact that the apathy and indif- 
ference of the American people constitute a greater 
threat than any from abroad. 

Too many of us use the trite but jocular remark 
that those who don’t vote: aren’t entitled to criticize 
or complain about government. That negative atti- 
tude accomplishes nothing. If the positive approach 
were used, if all eligible voters appeared at the polls, 
perhaps there'd be less to complain about. A recent 
Gallup poll turned up the interesting fact that 71 per 
cent of the persons queried about national affairs 
complained about taxes. Could it be possible that all 
those complainers were among the 51 per cent who 
voted? 

All persons can state with truth that there are too 
many demands on their time, that they don’t have 
an opportunity to take part in as many worthy activ- 
ities and organizations as they wish. The com- 
plexity of modern life makes valid that statement, 
especially so for the physician who has professional 
as well as civic, business, personal and social respon- 
sibilities. But the exercise of citizenship by voting 
is not time-consuming and those who wish to cast a 
ballot can find time to do so. We will have the 
government our forefathers envisioned “...of the 
people, by the people, for the people,” only when 
we are represented 100 per cent at the polls. 
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Conference of Presidents 
The Conference of Presidents, annually held on 
the Sunday preceding the A.M.A. session, is always 
an outstanding event but never more so than at this 
past occasion. Six scholarly addresses on economics, 
government and free enterprise were startling in 
their power, their forthrightness, their direct ap- 
proach. 
All were excellent but listing only the more 
nationally known figures, the audience listened in 
succession to Mr. Allan B. Kline, Chicago, president 
cf the American Farm Bureau Federation; Mr. 
Clarence Manion, J.D., South Bend, dean of the law 
school at the University of Notre Dame and author 
cf the currently popular “The Key to Peace;” and 
to the Honorable Walter H. Judd, M.D., Rochester, 
prominent member of the Congress of the United 
States. It will be impossible to summarize these 
speeches, so the following is merely a sentence or 
two from what was said during this memorable 
occasion. 

On the subject of taxes: You may look at taxes 
however you wish, but the ultimate truth is that 
every tax represents a transfer of purchasing power 
from the people to the government. As taxation 
becomes heavy the people’s purchasing power de- 
creases and the power of government grows great. 
Since ours is not a pure democracy, as many mis- 
guided enthusiasts believe, but instead a representa- 
tive government, it becomes of tremendous impor- 
tance to the governed that they should select carefully 
those persons they wish to have represent them. 
The elective process empowers the victor to that 
office to decide how the tax portion of this income 
will be spent. He further controls the amount of 
your income that will be taken over for taxes. 

On inflation: “Don’t call it socialism; call it what 
it is, tyranny. Don’t call it inflation, but give it its 
proper name, larceny.” Inflation is caused by the 
federal government's deficit spending, which is as 
surely stealing from the people of this nation as any 
other form of thievery. 

On government: One speaker quoted James Madi- 
son as follows, “If people were angels, we would not 
need government; if governors were angels, govern- 
ment would not need restriction; but since neither 
is true we must have governnient, and government 
must be contained.” He then presented a very large 
thought in simple words which it is recommended 
might be carefully considered by every individual 
who has taken the time to read this summary. It is 
recommended that this thought be expanded to 
evaluate our present situation and our hope for 
survival in the future as free men under a democracy. 
The statement was, “Big government is for little 
people; only big people can afford the luxury of 
little government.” 
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DEATH NOTICES 


RALPH ALLISON LIGHT, M.D. 

Dr. R. A. Light, 80, an active member of 
the Neosho County Society, died June 3 at 
Chanute. He received his education at the 
University College of Medicine, Kansas City, 
graduating in 1898. He began practice in 
Chanute, in association with his father, after 
his discharge from military service in the 
Spanish American War. He was active in civic 
affairs and at different times served as a 
member of the city council, as finance com- 
missioner, as coroner, and as a member of the 
school board. His tenure of office as county 
coroner extended over 40 years. He was also 
interested in medical society affairs, served as 
secretary of the Kansas State Board of Medical 
Registration and Examination, and for 20 years 


was surgeon for the Santa Fe Railway. 
* * * 


FRED CALHOUN, M.D. 

Dr. Fred Calhoun, 81, died at his home in 
Sedan on June 8, following a long illness. He 
was an honorary member of the Chautauqua 
County Society, and had practiced in the county — 
for 46 years. He was a graduate of Illinois 
Medical College, receiving his degree in 1903. 

* * * 


HAL ELLSWORTH MARSHALL, M.D. 

Dr. H. E. Marshall, 55, who had practiced 
in Wichita for more than 25 years, died on 
June 15. He was an active member of the 
Sedgwick County Medical Society and had 
served as president of the group. He was 
graduated from the University of Kansas 
School of Medicine in 1925, and began prac- 
tice in Wichita. His work was limited to 
ear, nose and throat practice. Dr. Marshall 
was a diplomate of the American Board of 
Otolaryngology and a member of the American 
Academy of Ophthalmology and Otolaryn- 
gology. 

* * * 
ELVEN O. BAKER, M.D. 

Dr. E. O. Baker, 75, an active member of 
the Sedgwick County Society, died June 17 
following a long illness. He was graduated 
from the Kansas City Homeopathic Medical- 
College in 1899 and practiced in Seiling, Okla- 
homa, before coming to Kansas in 1904. He 
retired from his practice of internal medicine 
in Wichita early this year because of poor 
health. 
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Case Report From The University of Kansas 
Medical Center 
Clinical Pathological Conference 


Edited by Glen R. Shepherd, M.D., and Mahlon 
H. Delp, M.D., from recordings of the conference 
participated in by the departments of medicine, 
pathology, pediatrics, neurology, radiology, and 
surgery (neurosurgery), and the junior and seniur 
classes of medical students. 

Case Presentation 

J.T.P., a 44-year-old white male, was well until 
four months prior to admission to KUMC at which 
time he had mumps followed one month later by 
chickenpox. He recovered uneventfully from these 
infections, but 10 days after the chickenpox had 
cleared the patient began intermittent vomiting and 
became lethargic. When the vomiting persisted and 
the patient became semi-conscious, he was admitted 
to the local hospital where he remained until 214 
weeks prior to his admission here. During his five 
weeks of hospitalization the patient was afebrile, 
had one convulsion and developed a tremor of the 
left hand. His sensorium cleared but he complained 
of occipital headaches, and two weeks after ad- 
mission he had deviation of the eyes downward and 
inward. Repeated lumbar punctures revealed nor- 
mal cells, sugar culture and protein. 

Following his discharge from the local hospital, 
the patient’s sensorium remained clear until two 
days prior to admission here. Intermittent vomit- 
ing continued. One week prior to admission, trem- 
bling of the hands reappeared. Sensorium became 
cloudy and speech thickened two days before ad- 
mission here. 

Following the mumps, the father noticed an in- 
crease in size of the boy's genitalia and two weeks 
before admission he -noticed appearance of fine 
pubic hair. 

Past history and family history were not contrib- 
utory. 

Examination on admission showed a temperature 
of 99.8° F., blood pressure of 138/90, pulse 120. 
The patient was a well-developed, well-nourished 
white male child who was lethargic but could be 
roused. Sensorium was clear but speech was un- 
intelligible. Head circumference was 54 cm. Sutures 
were separated. McEwen’s sign was positive. Pupils 
were equal but did not react to light. Bilateral nasal 
deviation of eyes and papilledema with retinal hem- 
orrhages were present. The neck was questionably 
stiff. Penis and testes were large and fine pubic 


Pineal Teratoma 


hair was present. There was generalized weakness 
and continuous choreiform tremor in all muscle 
groups, worse in the arms and accentuated by mo- 
tion. All reflexes were absent except for knee jerks, 
which were equal and hypoactive. 

Laboratory examinations revealed the urinalysis, 
complete blood count, blood chemistries and elec- 
trolytes to be normal. Spinal fluid: cell count 410 
rbc.; 0 whc., sugar 60.4 mgm. per cent; protein 16 
mgm. per cent; smear and culture negative. Serology 
was negative. 

In this hospital, the patient’s condition remained 
essentially the same during his first six days. He 
then became worse with increase in severity of the 
tremor. X-ray therapy was started on the sixth hos- 
pital day. Three days later, the patient was having 
violent tremors and was essentially decerebrate. The 
patient was taken to surgery that day. Following 
surgery his condition was critical. His temperature 
rose to 106° F., he had severe respiratory difficulty 
and cyanosis and expired four hours after surgery on 
February 14, 1952. 

Dr. Mahlon H. Delp (Chairman): Any ques- 
tions of Dr. Fairchild? 

Question: What was the basis for calling this 
tremor choreiform? 

Dr. William P. Williamson (Neurosurgery): I 
would not call this a choreiform tremor. The tremor 
was hard to describe other than a vacillating tremor. 

Question: Were any tests made on the urinary 
17 ketosteroids? 

Dr. Robert Fairchild (Pediatric Resident): Yes. 
His 17 ketosteroids were 4.56 mgm. in the 12-hour 
specimen with a total volume of 32 cc. That was 
repeated six days later and was 0.6 mgm. ina 24-hour 
specimen with a total volume of 200 cc. 

Question: Was the respiratory difficulty dyspnea? 

Dr. Delp: The nursing notes indicate a varying 
form of respiratory arrhythmia. 

Question: Were any blood pressures recorded 
after surgery? 

Dr. Fairchild: Blood pressures were up to 
140/100 following surgery and terminally rose to 
140/120. Before surgery, blood pressure was a max- 
imum of 130/90. On the day before surgery it 


dropped to 115/75. 
Dr. Delp: May we have the x-rays that you wish 


to show, Dr. Tice? 


} 
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Dr. Galen Tice (Radiology): Because of the pre- 
cocious sexual development, there is interest in the 
bone age. This shows four carpal bones in the wrist, 
which is normal for a child of 414 years of age. You 
figure roughly one center of ossification, one carpal 
bone, for each year of age up to seven years. His 
bone age is considered normal for his chronological 
ge. 

The film of the skull (Figure 1), taken about 
five days before surgery, shows the classical picture 
of increased intercranial pressure with widening of 
the coronal and lambdoidal suture and widening of 
che longitudinal suture. I would think that this was 
a relatively rapid increase in pressure as there is no 
appreciable depression of the floor of the skull. 
There is more convolutional atrophy than one would 
expect of a child of this age. Calcification appears 
within the pineal body. 

Ventriculograms were made a day or so later. 
Here calcification of the pineal body is obvious. 
The ventricles were dilated. The third ventricle ap- 
peared pushed forward. 

Dr. Delp: There is one electrocardiographic 
tracing that has been taken. We would like to see 
chat. 

Dr. E. Grey Dimond (Medicine): Mr. Cooper, 
will you read the EKG. 

Mr. Donald Cooper (Junior Medical Student) : 
The rhythm is regular and the rate is approximately 
140 with a regular sinus mechanism. The T waves 
are inverted in lead III and AVF. P waves are some- 
what elevated and spiked in lead II. There is a mild 
elevation of the ST segment in leads III, AVR, AVL, 
and AVF. The T wave is inverted in lead I. Axis 
deviation seems to be normal with a plus 30 de- 
grees. The diphasic lead across the chest is VI. This 
shows that the heart is pointing opposite to this or 


_ Figure 1: Skull Radiogram showing the widely separated suture 
lines, the extremely dilated lateral and third ventricles, and the 
tumor mass displacing anteriorly the third ventricle and occluding 
the posterior half of it. 
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posteriorly. There is no other pathology than the 
spiking of the P wave in lead II and the possibility 
of ischemia due to the tachycardia as seen in the 
inverted T waves. 

Dr. Dimond: What is your conclusion now? 

Mr. Cooper: Sinus tachycardia. 


Differential Diagnosis 


Dr. Delp: Mr. Youmans, may we have your dis- 
cussion of this case? 

Mr. Ronald A. Youmans (then Senior Medical 
Student): I would like to call a little attention to 
the sequence in development here. To begin with, 
four months prior to his admission to this hospital 
he had mumps. At that time his father noticed that 
his genitalia were large, indicating there may have 
been an abnormality at least four months prior to 
the process we are going to discuss. 

Three months prior he had had chickenpox. His 
symptoms hadn’t seemed to be too severe. There is 
the possibility of a postinfectious encephalitis 
from the chickenpox. He could, of course, have had 
‘a pre-existing tumor coincidentally showing signs 
at this time. 

Two weeks prior to admission here, the pubic 
hair was noted. It is interesting that it had not been 
noted earlier—at the time of his mumps or chicken- 
pox. One week prior to his admission here, the 
tremor reappeared, chiefly affecting the left side. 

He was admitted here with lethargic but clear 
sensorium, and thick speech. Although the head 
circumference measured 54 cm., it usually is between 
51 and 52, indicating a definite enlargement. The 
enlargement was verified by widening of the sutures 
shown in the x-ray. 

McEwen’s sign is not significant in a 41/-year- 
old. I think usually the sutures are not fused well 
enough to say the positive McEwen’s sign is signifi- 
cant. His pupils were fixed and would not respond 
to light. He did have nasal deviation. The nasal 
deviation, of course, suggests the possibility of a 
sixth nerve injury somewhere along the line. He had 
plus four funduscopy which would go along with a 
diagnosis of hydrocephalus of some sort or at least 
prolonged high intracranial pressure. 

The choreiform tremor now was noted over all 
muscle groups. Six days before he died, he became 
worse and the tremor worse. He was taken to sur- 
gery and soon after operation a spiking fever and 
respiratory difficulty began. 

In the differential diagnosis of precocious pu- 
berty, essentially three types are considered. In the 
rare idiopathic type, a youngster for no apparent rea- 
son seems to mature between ages four to six years. 
Girls occasionally have been reported to have babies 
at that age. Why they develop precociously is not 
known. Aside from the age difference, they do 
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develop normally and very frequently live a usual 
life otherwise. Though the menses may start at the 
ages of four to five in the female, the menopause 
appears at the usual age. Males show a lack of 
libido in spite of the apparent secondary sex char- 
acteristics. They are otherwise normal individuals 
who for some unknown reason have developed sex- 
uality early. 

The second type stems from a cerebral lesion, pri- 
marily a pineal or hypothalamic lesion. With that 
there is a possibility of a third ventricle teratoma- 
like tumor. 

The third group to consider in precocious puberty 
does not apply here because it is what is called the 
abdominal type. This may be due to ovarian tu- 
mors, chorionepithelioma, teratoma, granulosa cell 
tumor and such in females. In males it may be from 
a testicular neoplasm. In either sex, secondary sex 
characteristics may arise from adrenocortical tumors, 
either as distinct hyperplasia or actual neoplasm. 

I think that limits us to the differential diagnosis 
between a pineal body tumor of undetermined type 
and a hypothalamic lesion. These are extremely dif- 
ficult to differentiate clinically. This patient had 
evidence of hydrocephalus of several months dura- 
tion. 

Bailey makes a flat statement that when an in- 
fant has an internal hydrocephalus, inability to ele- 
vate the eyes and precocious puberty, the triad is 
diagnostic of pineal tumor. I feel that is probably 
what we have in this instance. The vibrating tremor 
described today is more likely due to pressure on 
the superior peduncle of the cerebellum with a 
cerebellar tract irritation causing the tremor. 

Four hours after surgery, his temperature rose. 
He had respiratory difficulty and cyanosis. The 
temperature elevation in only four hours post- 
operatively is not compatible with an infectious 
state. The idea that hyperthermia is controlled by a 
specific spot in the brain is not well established. 
It seems that sudden pressure on the anterior por- 
tion of the brain stem will produce hyperthermia. 

I think this patient probably had a pineal tumor 
of unknown specific cell type. I don’t think you can 
describe it any better than just simply pinealoma. 
The respiratory failure was possibly due to hem- 
orrhage into the fourth ventricle. 

Dr. Herbert Miller (Pediatrics): As the history 
is given in this protocol, this child couldn’t possibly 
have encephalitis due to chickenpox because the 
symptom came on 10 days after chickenpox had 
cleared. At least 9 or 10 days are required for 
chickenpox to clear, so that would mean that the 
encephalitis would have had to come on 20 days 
after the onset of the chickenpox, which I think is 
out of the realm of possibility. 
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It is quite obvious that this child had some 
endocrine disturbance. 


Clinical Discussion 


Dr. Delp: I would like to have some comments 
with regard to the ketosteroids reported here. | 
think you ordered them, Dr. Bolinger. 

Dr. Bolinger (Medicine): I don’t think you can 
place too much credence in the ketosteroid values 
because of their wide variation in this case. The 
most common error in the determination of steroids 
is in the urine collection as a rule. We have few 
other measurements of urine volumes, and since the 
usual error is for the urine to be lost, I think the 
highest value would be the one to be accepted. As a 
value of four was found in 24 hours, it was the 
highest value and was probably the correct one. It 
is abnormal for that age. It does not fall into the 
range we usually think of or find in an adrenal 
tumor, however. 

Dr. Delp: Does it suggest a pineal tumor to you? 

Dr. Bolinger: It would suggest one of two things, 
either a pineal tumor or the so-called idiopathic 
type of precocious puberty which Mr. Youmans de- 
scribed. It does not suggest an adrenal lesion clin- 
ically because the adrenal type of precocity is asso- 
ciated usually with atrophic or small testes. There 
is no enlargement. 

Dr. Delp: Is there any devious reasoning by 
which you could make connection between the signs 
of early puberty and the mumps which he appar- 
ently had some month or six weeks before? 

Dr. Bolinger: Well; I tried to find some refer- 
ence to precocious puberty and encephalitis but I 
was unable to find anything very concrete. I think it 
is conceivable that one could have some lesion in 
the diencephalon, but I think the time interval is 
too short to produce precocious puberty for that 
reason. 

Dr. William Williamson (Neurosurgery): We 
didn’t have much doubt but that the child had a 
brain tumor based on the fact that he had pro- 
gressive headaches, vomiting, stupor, papilledema, 
and neurologic deficit plus exceedingly wide sep- 
arated sutures in which you could stick your fingers. 
Those are the widest separated sutures, by the way, 
that I have ever seen in a live person. As to local- 
izing signs, he had the classical picture of a tumor 
in the region of the pineal gland affecting the su- 
perior colliculi, paralysis with upward gaze, fixed 
pupils that didn’t respond to light, and bilateral 
sixth nerve weakness. __ 

There has been discussion about his tremor. I 
don’t think there is such a thing as vibrating tremor. 
That was my term to describe it. That is how it ap- 
peared. It was a tremor that wasn’t purely cerebellar 
or purely pyramidal tract, nor purely from weakness. 
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This type of tremor meant very severe hydrocephalus 
with involvement produced by the hydrocephalus of 
the pyramidal system, the extrapyramidal system, and 
the pontocerebellar system. It was associated with 
both rest and intentional movement. He was actually 
vibrating all over in sort of a decerebrate state. 

All this indicated a tumor in the region of the 
pineal gland. This case was an emergency. If any- 
thing were to be done, it had to be done quickly. 
We didn’t feel like going through the endocrine 
studies at that time. We felt that we should verify 
by ventriculography the exact location of the lesion 
and the fact that it was neoplasm despite the clin- 
ical evidence. : 

The ventriculogram does show a hydrocephalus 
with a block of the posterior part of the third ven- 
tricle. I think this particular film outlines the 
tumor mass projecting into the posterior part of 
the third ventricle. 

We were aware of the fact that in the best of 
hands the mortality rate in attempted total removal 
of pineal tumors is around 80 per cent. In some 
hands it has been as high as 90 per cent. The con- 
sensus among neurosurgeons now is that it is best 
to attempt some sort of temporary decompression 
measure, including x-ray irradiation of the tumor. 
We found several reports in the literature of pineal 
tumors treated with decompression and x-ray 
therapy that were still alive at 5, 10, 12, and one at 
14 years. I found only five cases reported of total 
removal that survived and were worthwhile. Out 
of 53 cases of pure pinealomas reported, 52 were 
dead. 

We elected to put a catheter in the ventricle to 
relieve the hydrocephalus, and then give x-ray 
therapy. In spite of the catheter in the ventricle 
which should have relieved the pressure, no im- 
provement appeared. It was then apparent that the 
gradual downhill course was from direct compres- 
sion of the brain stem and superior colliculi or direct 
invasion by the tumor. A total of three or four 
X-ray treatments was given. That isn’t an adequate 
trial of x-ray therapy. 

Temporizing measures failing, surgical removal 
of the tumor was performed. There was no unusual 
blood loss or any anoxia dusing surgery. He really 
did surprisingly well and looked well a couple-or 
three hours after surgery. I don’t know exactly what 
he died of, but certainly it was not unexpected. 

Dr. Delp: Do you have any questions about this 
tremor, Dr. Steegmann? 

Dr. Theodore Steegmann (Neurology): I would 
agree that this tremor was probably due to pressure. 
One would have to take the localization of it away 
from the superior brain stem. Such tremors fre- 
quently are seen arising from aberrent cerebellar 
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tracts going to the red nucleus. Of course, atypical 
tremors appear even in parkinsonism. 

Dr. Tice: Will Dr. Williamson comment on the 
calcification of the pineal or shall we change the 
diagnosis? 

Dr. Williamson: The fact that it was way off to 
one side, I felt meant definitely that it was a tumor. 
The radiologists said this could be a pineal tumor if 
it was calcified at age four. We rarely see calcifica- 
tion in a normal pineal in a child. 

Pathology Report 

Dr. Chauncey G. Bly (Pathology): The child 
grossly was well muscled and normal externally ex- 
cept for the operative incisions. The heart weighed 
120 grams as compared with 90 for this age and 
body size. There was noted fine pubic hair and 
hair on the upper lip and enlarged genitalia. The 
testes were about five times the normal size. The 
adrenals were about 114 times normal size but were 
grossly yellow, which is unusual for a child’s adrenal 
indicating excess steroids for that age and approach- 
ing the normal adult picture. The prostate was about 
twice the normal diameter. The thymus had about 
one-sixth its normal weight with severe atrophy, 
confirmed by microscopic examination. 

The ventricles of the brain were dilated. Peri- 
ventricular fresh hemorrhages appeared scattered 
about beneath the ependyma. There were a few 
scattered focal areas of subarachnoid hemorrhage. 
The extreme hyperemia and some of the perivascu- 
lar hemorrhages seen in the cerebrum were partially 
attributed to the ligation of the venous drainage. 

The tumor itself, secured from Dr. Boley in sur- 
gical pathology, was smoothly encapsulated and 
grossly there had been no invasion of the surround- 
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Figure 2: Pineal Tumor and Surrounding Central Nervous Tis- 
sue. The shaded area in the center of the diagram depicts the ap- 
proximate location of the tumor resulting in compression and dis- 
placement of the great vein of Galen and the splenium of the 
corpus callosum, the corpora quadrigemina, the aqueduct of Sylvius 
with occlusion and hydrocephalus, the tectum including the third 
and fourth cranial nuclei, the superior cerebellar peduncles, and 
the hypothalamus, together with rupture of the’ habenular and 
posterior commisures. 
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ing brain tissues. Slides of both the tumor and the 
brain show microscopically no invasion in the areas 
we have sectioned. 

This tumor is a teratoma of the pineal gland. It 
is not a common tumor. You won't see them in 
your office practice. Dr. Wartman reported at Wich- 
ita recently a series of 1,050 tumors of children, 
both benign and malignant. There were 25 tera- 
tomas in that group. Most of them were in the 
glands, especially in the ovary. There was only one 
in the intracranial region and that one coincidentally 
happened to be in the pineal gland. Most of them 
occur in the midline regions of the body where there 
may have been defective apposition of growing 
embryonic structures or defective division, or de- 
ficiency of primary or secondary “organizer sub- 
stance.” The presence of a teratoma may be de- 
tected in any age group. Only male children younger 
than ages 10 to 12 years appear to show the en- 
docrine effects of pineal tumors. 

Experimental results in animals are conflicting 
and inconsistent, but there has been reproducible 
work in cats and rats showing premature sexual de- 
velopment in male animals after removal of the 
pineal gland. Actually I don’t believe we know 
much more about the function of the pineal gland 
than Galen did in his time. 

Our sections show the various tissues occurring 
in this particular teratoma. These includes several 
areas of epidermis in the middle of the tumor, con- 
sisting of subcutaneous alveolar tissue, hair shafts, 
maturely pigmented cells, epidermis with sebaceous 
glands, and an epidermoid cyst. 

Also visible are mixtures of osteoid and bony 
tissues, hyaline cartilage, immature connective tissue 
stroma, various cystic cavities and blood vessels 
running throughout the tumor. The only structures 
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Figure 3: Section of Pineal Tumor (Magnification 40 x) illus- 
trates as one structure in the center of the tumor, a large papilla 


with maturely: differentiated epidermis and adrenal with hair 


follicles, shafts, and pigmentation. 


even faintly resembling the gastro-intestinal tract 
in this particular tumor are several acinar structures 
lined by goblet cells. Not all the structures formed 
are mature or etiologically recognizable. Islands of 
primitive mesenchymal and possibly choroidal and 
ependymal cells are seen. The radiologically-visibie 
calcifications in the tumor were actually scattered 
islands of calcifying bone. 

A section of pituitary shows islands of basophil 'c 
cell predominance which have been reported to be 
related to increased production of gonadotropin-— 
this would fit in the picture of the present case. 

In this microscopic section of the testis, one secs 
that it is not normal infantile testis at all. It isn't 
normal adult testis either, of course, but there are 
obviously large islands of interstitial cells of Leydig 
showing tremendous proliferation. The seminiferous 
tubules show greatly increased activity with several 
mitotic figures visible. No mature sperm or sper- 
matids were found, but there is definite spermato- 
genesis in the testis which is far beyond the normal 
for a child of this age. 

A section through the adrenals shows it to be 
stuffed with lipoid-containing material. With fat 
stains the amount and distribution of lipoids are 
clearly more adult than infantile. 

A section through the prostate shows enlarged 
muscular and glandular elements. Both the primary 
infantile types of glands and the adult type of tall 
columnar epithelium are seen. So this also fits in 
with the elevated 17-ketosteroids; nine mgm. per 
24 hours compared to one mgm. normal for this age. 

The pathogenesis of the endocrinological dis- 
turbance is unknown, although it appears to be re- 
lated to tumors in the posterior portion of the third 
ventricle with compression of the hypothalamus. 
Neither general dilatation of the third ventricle nor 


Figure 4: Section of Testis (Magnification 160 x). 


The in- 
terstitial cells of Leydig, which make up over half of the mass of 
tissue in these enlarged testes, are seen in broad sheets of cells 
surrounding the seminiferous tubules which show increased activity. 
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the cysts, which are not uncommon in the anterior 
portion of the third ventricle, produce this picture. 
Any of the various types of tumors (if one believes 
there are distinct types) of the pineal gland may 
produce the picture. We might postulate then that 
pressure on the hypothalamus (with or without 
curtailed elaboration of an hypothetical pineal hor- 
mone alleged to be capable of inhibiting sexual 
maturation in male children), results in stimula- 
tion (through the hypothalamic-hypophyseal tracts 
o: the hypothetical hormone) of the pituitary baso- 
pnilic cells. This would result in: increased stimu- 
lacion of the adrenals.and Leydig (interstitial) cells; 
increased output of 17-ketosteroids; hypertrophy 
o: skeletal and heart muscle; precocious maturation 
of the seminiferous tubules, prostate, and genitalia; 
hirsutism; and thymic atrophy. 

Early acute bronchopneumonia and _ interstitial 
pneumonitis probably contributed to the demise of 
the patient, who was already in the moribund state 
from cerebral damage before operation was per- 
mitted. 

Summary 
Pathological diagnoses: 
I. Primary changes: 

Fresh scalp incision, skull burr-holes and flap, 
right occipito-parietal region. 

Surgical absence of pineal (tumor), and hemo- 
stasis clips on and about great cerebral vein 
of Galen. 

Flattened corpora quadrigemina and cerebellar 
peduncles. 

Dilatation of third and both lateral ventricles— 
hydrocephalus. 

Thinning and atrophy of floor of third ven- 
tricle and posterior commisure. 

Disseminated focal subependymal and_para- 
ventricular fresh hemorrhage and hyperemia 
with sanguinous cerebrospinal fluid. 

Intracortical hemorrhages, fresh, small, of right 
parietal lobe. 

Small subcortical hemorrhages, left parietal lobe. 

Focal acute bronchopneumonia, and interstitial 
pneumonitis. 

Focal pulmonary hemorrhages, edema and 
atelectasis. 


II. Secondary changes: (precocious sexual changes ) 
Pituitary basophilia 
Hyperplasia of interstitial cells of Leydig and 
of testicular tubular cells with early stages of 
spermatogenesis. 
Hyperplasia of prostate, hypertrophy of penis, 
scrotum, testes. 
Faint hirsutism of lip and pubic region. 
Hyperplasia of adrenals (adult type). 
Severe atrophy of thymus. 
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ACTIVITIES OF MEMBERS 


Dr. Frank James, Galena, has been named acting 
health officer of Cherokee County, replacing Dr. P. 
R. Perdue, Columbus, who was granted a leave of 
absence. 


* * * : 


The Arkansas City Medical and Surgical Clinic 
announces that Dr. W. W. Kridelbaugh is now a 
member of its staff. Dr. Kridelbaugh, a diplomate of 
the American Board of Surgery, comes to Kansas 
from the University of Iowa, where he was a mem- 
ber of the faculty in the surgical department. 

* * *. 


Dr. Hoyt C. Blaylock and Dr. Frederick H. Chard, 
Wichita, recently became diplomates of the Amer- 
ican Board of Dermatology and Syphilology. 

* * * 


Dr. L. M. Hinshaw, who has practiced in Benning- 
ton for 48 years, was guest of honor at a community 
celebration on June 8. 

* * * 

Dr. Robert R. Luttrell, Topeka, has been named 

director of the Shawnee Guidance Center. 
* * * 

Dr. David W. Robinson of the University of 
Kansas Medical Center is the author of a paper, 
“Harelip and Cleft Palate,” which was abstracted 
in the June issue of Digest of Ophthalmology and 
Otolaryngoiogy. The paper was originally published 
in the Journal of the Kansas Medical Society. 

* * * 

Dr. John W. Unruh has left his practice in Coffey- 
ville to do postgraduate work in Portland, Maine, 
this summer. Dr. J. J. McDonald, formerly of 
Brownsville, Texas, and Lawton, Oklahoma, is taking 
over Dr. Unruh’s eye, ear, nose and throat practice 
in Coffeyville. 

* * * 

Dr. Austin J. Adams, Wichita, was one of the 
speakers at the Seventh Annual Minister-Physician 
conference held at Wesley Hospital, Wichita, re- 
cently. 

* * * 

Dr. D. V. Conwell, Wichita, presented a paper, 
“Treatment of Mental Disorders in Geriatric Pa- 
tients,” at the annual meeting of the American 
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Geriatrics Society in Chicago recently. Dr. C. J. 
Kurth, also of Wichita, collaborated with Dr. Con- 
well in writing the paper. 

* * * 

Dr. Lucius Eckles, Topeka, was speaker at .a 
meeting of the Kiwanis Club in Eskridge last month. 
* * * 

Dr. Howard H. Dunham, associate professor of 
radiology at the University of Kansas School of 
Medicine, is moving to Emporia this month to be- 
come radiologist at St. Mary’s and Newman Memo- 
rial Hospitals. He succeeds Dr. Joseph Wepfer, who 
left the hospitals in Emporia to enter a partnership 
practice in Wisconsin. 

* * * 

Dr. K. M. Rottluff, Bonner Springs, announced 
recently that his practice would be cared for during 
his vacation by Dr. L. K. May and Dr. E. W. Mitts, 
who are beginning practice in that community. Both 
new physicians are graduates of the University of 
Kansas School of Medicine who have completed 
residencies at St. Margaret’s Hospital, Kansas City. 

* * * 

Dr. William E. Brownlee, Hutchinson, recently 
enrolled at the Cook County Graduate School of 
Medicine, Chicago, for postgraduate courses. * 

* * * 


Dr. Rodney G. Carter, Independence, was guest 
speaker at a recent meeting of the R. N. Club in 
that city. His subject was “Electrochemicals in Dys- 
functions of the Body.” 

* * * 

Dr. J. T. Swanson resigned as radiologist at Mercy 
Hospital, Independence, on July 1. His future plans 
have not been announced. 

? * * * 

Dr. Franklin D. Murphy, Lawrence, was keynote 
speaker at the first regional institute for medical 
clinic managers, held at Wichita University late in 
May. Dr. Fred J. McEwen, Wichita, also took part 
in the program. 

* * * 

Dr. E. Russell Jacka, formerly of Halstead, and 
Dr. David R. Wall are now associated in practice in 
Wichita. Their work is confined to office psychiatry. 

* * * 

The Scott City Clinic announces that Dr. E. 
Cannon Kane is now a member of its staff. Dr. Kane 
served his preceptorship under Dr. H. Preston 
Palmer at the clinic a year ago. 

* * * 

Dr. Farris D. Evans, Wichita, was elected surgeon 

for the state group of the Veterans of Foreign Wars 


at a convention held in Hutchinson last month. 
* * * 


‘Dr. E. Burke Scagnelli, who has practiced in 
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Jetmore since 1946, has moved to Dodge City and 
is now associated with the Southwest Clinic. Dr. 
Girard Veenschoten, who has just completed a gen- 
eral practice residency in Morristown, New Jersey, 
is beginning practice in Jetmore this month. 

* * 

Dr. Herbert A. Wenner, of the University of 
‘Kansas Medical Center, spoke on “The Promise of 
Research” at a meeting of the eastern Kansas dis- 
trict of the National Foundation for Infantile Para|- 
ysis held in Kansas City last month. 

* * * 

Dr. R. T. Nichols, Hiawatha, who completed 50 
years of active practice last month, was presented 
an honorary certificate by Northwestern University, 
Chicago, at a ceremony held at the university re- 
cently. 

* * * 

Dr. Jack Weaver, Wichita, was guest speaker at 
a meeting of the Sedgwick County Medical Assist- 
ants Society on June 18. 

* * * 

Dr. E. E. Brooks, Burden, was honored at a com- 
munity picnic on June 22. A similar honorary cele- 
bration was held last year, and the town now plans 
to make it an annual event. 

* * * 

Dr. Lynn Hartman, Arkansas City, director of the 
Cowley County Health Department, spoke on com- 
munity responsibility in health matters before the 
Arkansas City Kiwanis Club on June 18. 

* * 

Dr. Charles F. Menninger, founder of the Men- 
ninger Clinic and chairman of the board of trustees 
of the Menninger Foundation, Topeka, observed his 
90th birthday on July 11. He began practice in 
1906, specializing in internal medicine, and organ- 
ized the clinic as a father and son partnership in 
1919. He remains in good health and continues to 
be active in foundation affairs. 


COUNTY SOCIETIES 


Officers of the Sedgwick County Medical Society 
for the year beginning in January, 1953, were elected 
at a meeting held in Wichita on May 6. The follow- 
ing were chosen: president, Dr. H. C. Clark; vice 
president, Dr. L. P. Warren; secretary, Dr. Jack 
Tiller; treasurer, Dr. H. L. Low; censor, Dr. A. L. 
Ashmore; members of board of directors for three- 
year terms, Dr. E. S. Brinton, Dr. G. E. Cowles and 
Dr. B. P. Meeker. 

* * * 

A meeting of the Sumner County Society was 

held at Harry’s Cafe, Wellington, recently. Speaker 
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of the evening was Dr. Henry Tihen, Wichita, whose 
subject was “The Doctor’s Role in Government.” 
* * * 

Members of the Riley County Society were hosts 
co the Golden Belt Medical Society at the Manhattan 
Country Club on July 10. 

* * * 

The Rush-Ness Society met at the Rush County 
Memorial Hospital at La Crosse on June 9. Dr. Lloyd 
Reynolds, Hays, was guest speaker on the subject of 
gastric and duodenal lesions. A buffet luncheon was 
served at the close of the meeting. 


BLUE SHIELD 


Age Problem Looms 


Advancing age and increasing utilization of hos- 
pital and medical care go hand in hand. This fact 
has tremendous significance for the future of Blue 
Cross-Blue Shield. 

Here is the problem stated in its broadest terms: 

1. The older members, beginning around the age 
of 55, show a rapidly increasing rate of use of hos- 
pital and medical care. Members from 55 to 64 use 
nearly twice the number of hospital days as those 
from 35 to 44. Each higher age bracket shows a 
correspondingly higher use. 

2. There is a tendency for more older people pro- 
portionately to join and stay with the plan than 
younger people. 

The results of these tendencies lead to an age 
distribution of members which is more heavily 
loaded with the higher age brackets than the age 
distribution of the population as a whole. 

This accumulation of older members is not nearly 
sO pronounced in employee group memberships as 
in community membership (those who join on in- 
dividual basis) , since employee groups have a more 
balanced age distribution. It should be noted that 
the higher utilization of community members is not 
borne by employee groups. Thus the latter enjoy 
relatively lower dues. 

Unless something can be done to correct the age 
distribution, the incidence of hospital days and 
medical usage of community members will con- 
tinue in a constantly ristng-curve. For example, 
current estimates indicate that utilization will be 
21 per cent higher in six years. 

A further aggravation of the problem results from 
constantly rising hospital costs which have been 
going up steadily since Blue Cross in Kansas began 
operation. The combination of increasing use and 
higher costs always brings about increasing rates to 
members. This in turn accentuates the trend of 
attracting the more frequent users of hospital serv- 
ice, the older members, and losing younger ones. 
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Long Range Planning 


The Blue Shield financial position at the present 
time is encouraging. Blue Shield reserves are satis- 
factory and the rate structure appears to be adequate 
for producing modest increases in reserves during 
1952 and perhaps in 1953. A somewhat smaller 
addition to Blue Cross reserves is expected in 1952 
than was originally planned for in the rate increase 
of August, 1951. It is likely that Blue Cross will 
have to start dipping into its reserves in 1953. 
However, it should be emphasized that both Blue 
Cross and Blue Shield are in sound financial position 
at present which means that both plans have time 
for long range planning to meet the problems that 
lie ahead. 

But this long range planning must begin to take 
shape now and. it definitely involves the under- 
standing and cooperation of the medical profession. 
Here are some of the possible courses which must 
be weighed and discussed with all concerned—the 
doctors, the hospitals and the members: 

1. More Emphasis on Economy—Reduction of 
use through a better understanding by doctors, 
hospitals and members could ameliorate the trend 
toward poor age distribution to a considerable extent. 

2. Tighter Enrollment Regulations—The method 
of enrolling members undoubtedly has a bearing on 
the utilization curve. Revised enrollment regulations 
may help to create a better spread of risk and a 
better distribution of ages in the membership. 

3. Contractual Controls—By this is meant the 
introduction of certain limitations in the member's 
contract which will discourage hospital usage for 
minor conditions or for diagnostic work-ups which 
may be taken care of in visits to doctors’ offices. A 
deductible feature may be the best way of achieving 
this deterrent. 

Cooperation Urged 

These and other possible solutions are being in- 
tensively studied by Kansas Blue Cross-Blue Shield. 
The medica! profession will be kept informed and 
will be asked to participate actively in the develop- 
ment of future courses of action. The cooperation 
of the profession is urgently needed today and to- 
morrow. Your individual counsel and opinions wiil 
be appreciated. 


All advertisements appearing in the Journal are 
carefully screened. Our standards are of the highest. 
The advertisers like our Journal—that’s why they 
selected it for use in their promotional programs. 
They seek your patronage, and your response en- 
courages continued use of our publication. When 
you send inquiries, tell the advertisers that you read 
their advertisement in the Journal of the Kansas 
Medical Society. 
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Senior Thesis from the University of Kansas Medical School* 
The Coxsackie Viruses** 


Robert G. Wood, M.D. 


Kansas City, Kansas 


In 1948 Dalldorf and Sickles reported the isola- 
tion of an unidentified filterable agent from the 
feces of two children with paralysis. The agent, 
since proven to be a virus, is peculiar in that in the 
laboratory it is pathogenic only for suckling mice 
and hamsters. More recently, however, oral or paren- 
teral inoculation in the cynomolgus monkey and 
chimpanzee has been reported to produce an “in- 
apparent infection with fever after four to nine 
days.” The virus has been recovered from the 
pharyngeal secretions and feces of these animals, 
and both the monkey and chimpanzee have specific 
neutralizing antibodies in the serum for periods up 
to six months. The viruses have also been recovered 
from sewage, flies, and throat swabs of human 
beings. 

Twenty-eight strains have been isolated to date. 
These are divided into two groups, depending upon 
the lesions produced in suckling mice, and are called 
the Coxsackie viruses. 

Group A contains 20 strains with at least seven 
serologically distinct sub-groups. Shortly after inocu- 
lation these strains produce rapidly progressive 
flaccid paralysis of all skeletal muscles. Death usually 
follows in less than 48 hours. Microscopically, skele- 
tal muscles show diffuse and extreme degeneration 
followed by round cell infiltration and proliferation 
of sarcolemma nuclei. However, these lesions are 
not pathognomonic. The myocardium is not in- 
volved and central nervous system lesions are rare, 
although the virus is present in the brain. 


The eight strains in Group B are serologically re- 
lated. They are characterized by producing large 
areas of cystic degeneration and necrosis in the brain. 
The muscular lesions they produce in suckling mice 
are less severe than those produced by the Group A 
strains. 

Laboratory cultures are maintained by repeated 
inoculations in suckling mice or hamsters. Macer- 
ated brain tissue has been found to be one of the 
best inocula. Slater and Syverton have shown that 
after 16 passages the organism is still lethal for 58 
per cent of the mice inoculated. Passive immunity 
is obtained through the mother’s milk or by inocu- 
lation of the mother during gestation. Immunity to 
one strain does not confer immunity to the other 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty 
of the University of Kansas School of Medicine. 

**Thesis written while the author was a senior student at the 
Uniwersity of Kansas School of Medicine. Dr. Wood is now serving 
his internship at Providence Hospital, Kansas City, Kansas. 


strains. Melnick has shown that the virus can be 
neutralized by homologous immune serum but not 
by hyperimmune serum from poliomyelitis, mouse 
encephalitis, mumps, herpes simplex, lymphocytic 
choriomeningitis, encephalomyocarditis, louping ill. 
Venezuelan equine encephalitis, or New Castle dis- 
ease. 

The organism is resistant to ether, penicillin, 
streptomycin, chloromycetin, heating for 30 minutes 
in water at 55 degtees centigrade, or freezing in 
water for eight months at minus 70 degrees centi- 
grade. It is inactivated in water heated to 60 degrees 
centigrade for 30 minutes. 


Serum reacting to Group A strains is common 
among adults of the New England states and pooled 
adult serum from that region effectively neutralizes 
A strains of Coxsackie viruses. 


Early articles frequently left the reader with the 
impression that the association of the various syn- 
dromes and the Coxsackie viruses was clear-cut, but 
it was not until 1950 that the fourth Koch postulate 
was fulfilled. At that time Shaw,’ Melnick, and 
Curnen reported the infection of six laboratory 
workers with Coxsackie viruses, all six cases associ- 
ated with breaks in technique of handling laboratory 
specimens. 

At the present t:me, Coxsackie viruses are being 
considered as the probable etiological agent for at 
least three clinical syndromes. These are all charac- 
terized by an abrupt onset of symptoms, the most 
prominent of which are headache and fever. The 
duration of symptoms is usually less than one week, 
frequently lasting less than 24 hours. All three syn- 
dromes are most commonly seen as summer epi- 
demics with a predilection for children and young 
adults, although older age groups are also occasion- 
ally affected. Coxsackie viruses have been isolated 
from stool specimens of patients in the acute phase 
of disease during epidemics of each of the three 
syndromes. Those patients with positive fecal tests 
have also been shown to have a rising antibody titer 
for the particular strain of Coxsackie virus isolated. 


Coxsackie viruses were first associated with epi- 
demics of poliomyelitis, and several of the more 
recent writers have commented upon the close 
relationship of these two viruses. However, im- 
munity to one does not confer immunity to the other, 
and at the present time they are considered to present 
two separate clinical syndromes. That caused by the 
Coxsackie viruses has been termed “aseptic menin- 
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effective in the most prevalent [type of colonic stasis], distal colon stasis. ... 
Enemas gave good results in rectal stasis only. Mineral oil had very little 
effect. Antispasmodics and sedatives had no efficacy. .. . It was found that the 
use of habit forming cathartics may be avoided in most instances.”’* 
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METAMUCIL 
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, METAMU CHIL is the highly refined mucilloid of Plan- 
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*Barowsky, H.: A Roentgenographic Evaluation of the Common Measures Employed in the 
Treatment of Colonic Stasis, Scientific Exhibit, National Gastroenterological Association, 
Chicago, Sept. 17-22, 1951. 
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gitis,” but is is also known as “non-paralytic polio- 
myelitis,” “acute meningoencephalitis,” “three day 
fever,” and “summer grippe.” Curnen, Shaw, and 
Melnick have shown that epidemics of aseptic 
meningitis occur earlier in the summer than those 
of acute poliomyelitis. The former reaches a peak 
incidence during July and early August while the 
latter is most prevalent during the last part of August 
and September. The incubation period averages 


about five days. 


The disease is characterized by a sudden onset of 
headache, fever, and nausea. Within 24 hours signs 
of meningeal irritation become prominent. Vomit- 
ing and abdominal pain occur in about 50 per cent 
of the cases. Other symptoms seen less frequently 
include neck pain, malaise, myalgia, backache, and 
muscular weakness. 

The temperature is usually about 100° F. Physical 
examination usually shows the patient to have a stiff 
neck and back. Kernig’s sign is sometimes positive, 
but deep tendon reflexes are normal and Babinski’s 
sign is absent. Some patients also show a transient 
weakness of the legs and thighs. Antibiotics have 
proven ineffective, but the infection is self-limited. 
The acute phase lasts 18 to 36 hours and the patient 
is usually symptom-free in four to six days. Examin- 
ation of the cerebrospinal fluid shows normal mano- 
metrics, protein, and sugar with pleocytosis; the 
maximum number of cells varies from 25 to 125. 
The blood picture is within normal limits except for 
the white cell count which may vary from 3,000 to 
13,000 cells with a normal differential count. 


Blood tests three to four weeks after the onset of 
symptoms show a high titer of neutralizing anti- 
bodies for the virus isolated from acute phase fecal 
specimens. 

The second syndrome is herpangina. This has 
been a clinical entity since 1924 when Zahorsky 
first proposed the term for “a specific febrile dis- 
ease characterized by the appearance of minute 
papules, vesicles and ulcers in the throat.” Children 
under the age of 10 years are most commonly in- 
fected. The disease occurs in epidemics marked by 
an acute onset of fever, anorexia, dysphagia, and sore 
throat. The symptoms last for one to four days. 
Positive physical findings are limited to lesions on 
the tonsillar pillars and soft palate. They start as 
grayish-white papulo-vesicular spots one to two 
millimeters in diameter. Each lesion is surrounded 
by an erythematous areola. Rupture of the vesicle 
produces a shallow gray ulcer. A maximum of four 
to twelve vesicles is formed. 

The disease is self-limited and shows a high inci- 
dence among siblings. Blood and cerebrospinal fluid 
findings are within normal limits. Treatment is 
symptomatic. Antibiotics have proven ineffective 


in lessening the severity of symptoms or shortening 
the course of the disease. 

This disease is often confused with acute herpetic 
gingivostomatitis, but scrapings from the lesions do 
not produce kerato-conjunctivitis in rabbits, as do 
those from herpetic pharyngeal lesions. Herpetic 
infections seldom occur in epidemic form and are 
found on the buccal mucosa. They are painful while 
those of herpangina have been described as being 
painless. 

Pleurodynia is the third clinical syndrome in 
which the Coxsackie viruses are implicated. This 
condition is also known as “epidemic myalgia,” 
“Bornholm Disease,” and “devil’s grip.” 

This disease is also one that occurs as a summer 
epidemic of children and young adults. According 
to MacDonald the symptoms that occur most com- 
monly, listed in the order of decreasing frequency 
are: fever, pain, malaise, headache, constipation, 
nausea, and vomiting. 

The pain, described as “burning,” “knife-like,” 
occurs in paroxysms and may be located in the chest, 
abdomen, or back. It is aggravated by deep breathing 
or exercise. In the 1937 Cincinnati epidemic of 70 
reported cases, more than 50 per cent of the children 
had abdominal pain only. It was most frequently 
epigastric in location. However, Butsch and Harber- 
son report a series of 50 cases of acute onset of pain 
similar to that of acute appendicitis. The epidemic 
occurred among children and young adults. After 
doing several appendectomies and finding no path- 
ology, the cases were re-evaluated. They found that 
the patients had conjunctivitis, the soft palate was 
“entirely covered with a raised plaque of edematous 
mucous membrane of a salmon pink color.” The pain 
started to the right of the umbilicus, in the region 
of McBurney’s point or below the costal border in 
the right midclavicular line. It did not shift in 
location. True muscle spasm was absent and tender- 
ness was commonly found along the distribution of 
the 10th intercostal nerve. Leukocytosis was absent 
and the differential count was normal. They con- 
cluded that their problem was one of acute virus 
infection with nerve root involvement. The etio- 
logical agent was not demonstrated. 

The paroxysms of pain subside after 12 to 24 
hours. However, recurrence of pain is common, 
usually on the third or fourth day. Some children 
have three or more recurrences, and Nichamin is of 
the opinion that “the infected person appears to have 
an inherited susceptibility to repeated attacks of the 
disease, which are precipitated by various excitant 
factors.” 

Howard, et al. report symptoms of meningo- 
encephalitis during the Brooklyn epidemic of 1942. 
They had eight patients under the age of two years 
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and all eight had convulsions. None of the patients 
over the age of two years had a convulsion, but 
headache, apathy, vertigo, and photophobia occurred 
in five cases. 

Biopsy of intercostal muscles in the acute phase 
has failed to reveal any pathology. The virus could 
not be demonstrated in the tissue so obtained. 


Summary 


Twenty-eight strains of Coxsackie virus have been 
isolated and their classification is described. They 
are peculiar in that the only laboratory animals for 
which they are pathogenic are suckling mice and 
hamsters. Three clinical syndromes have been dis- 
cussed in which these viruses are thought to be the 
etiological agent. All three diseases are characterized 
by the fact that they occur as summer epidemics of 
children and young adults. They have a sudden 
onset with fever and headache or pain as prominent 
symptoms. The duration is short and the infections 
are self-limited. Coxsackie viruses have been iso- 
lated from stool specimens in the acute phase of all 
three, and a rise in the titer of neutralizing anti- 
bodies for the isolated organism occurs. 
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A.M.A. Meeting 


On June 13, 1952, the 101st annual convention of 
the American Medical Association, held in Chicago, 
came to a close. It was a very memorable occasion 
for several reasons, first, 1 think, because of the 
enormity of the affair, and the careful sectionization 
which permitted each doctor to single out what he 
pzeferred or needed most in his practice. The em- 
phasis, of course, was constantly toward better care 
of those who are unfortunate enough to be ill. Navy 
Pier, which is an enormous building, was filled from 
end to end with scientific and commercial exhibits 
with about eight or nine rooms left for sectional 
meetings, television, and moving pictures. Despite 
the size of the meeting, things were conveniently 
arranged and the floor plan was certainly set up for 
general convenience. Some of the surgical sections 
and other specialties had to be held elsewhere for 
lack of room. 

The House of Delegates met every day except 
Tuesday, which was devoted to reference committee 
hearings where all resolutions are worked over, and 
your delegates appeared before two. These proved 
most interesting and instructive. Occasionally a 
comment came from us which might have been 
helpful in crystalization of majority opinion. Surely 
the degree of intellectual approach which pervaded 
these hearings was indeed inspiring. This democratic 
method of getting facts, weighing evidence and 
arriving at an erudite and dignified conclusion, has 
proved superior in this realm, and I hope it wili 
continue throughout my tenure of office as a dele- 
gate from Kansas. A quote here from the Washing- 
ton Report on medical sciences seems apropos: 

“It was decidedly an exciting convention, what 
with the Magnuson squabble and renewal of argu- 
ments over the wisdom of the Whitaker and Baxter 
campaign and warm electioneering for the office of 
president elect and many other divisions of opinion 
It reaffirmed the role of organized medicine as a 
militant participant in national politics, and ex- 
pressed anew its dissatisfaction with Mr. Truman, 
Mr. Ewing, and ‘Socialized Medicine’.” 

The political reference was to House Resolution 
7800, which has now passed the House with a re- 


vamped Section 3. The revamping was supposedly 
done to satisfy A.M.A. objections, but it failed to do 
so, because it is only another evidence of the Ad- 
ministration’s and Mr. Ewing's effort to socializ. 
medicine by hooking on a joker to an otherwise good 
bill. It would subject the entire aged and indigen: 
care to complete bureaucratic domination. It was 
another flank attack which our Washington office 
was quick enough to catch. The bill has passed the 
House and is now to go to the Senate. 

Care of non-service connected ills of veterans 
again came in for its share of discussion, and we 
believe an awareness of its evils may now be more 
apparent, even to the veterans’ organizations them- 
selves, so that we hope that changes for better 
screening may eventuate. 

For the first time in the history of the American 
Medical Association House of Delegates, the Amer- 
ican Osteopathic Association was brought into the 
forefront. There are desires, of course, on the part 
of osteopaths all over the United States to have full 
privilege of practicing medicine and surgery. The 
end result of the hearing before the committee and 
its actions was to the effect that if the American 
Osteopathic Association or any of its schools ask for 
help in the elevation of educational standards, that 
help would be given by medical men. The question 
of medical doctors teaching in such schools received 
favorable comment eventually, though that portion 
of the resolution was expunged. 

Our participation actively in politics was recog- 
nized as an absolute necessity. Your delegates believe 
that the voluntary help in our present political cam- 
paign in Kansas as outlined by a special committee 
of individuals is most appropriate and that its im- 
portance cannot be overestimated. If we fail to 
achieve the best possible medical care for the people 
of Kansas, it will be because we fail as individual 
doctors to carry out the program. 

Our parent organization is growing and taking 
an increasingly important place, not only in the 
scientific care of the sick and the art and practice of 
medicine, but also in the councils of many lay 
organizations, and this is as it should be. It was 
gratifying to see more Kansas doctors in attendance 
at the A.M.A. 101st convention than have attended 
since we have been delegates. It is to be hoped that 
all had a pleasant as well as an intellectually profit- 
able experience. 

In the field of entertainment, the Illinois State 
Medical Society, the Chicago Medical Society, and 
Armour and Company treated the delegates to a 
delightful dinner, preceded by cocktails and a two- 
hour vaudeville entertainment which was of the very 
highest quality. It was indeed a very fine gesture, 
highly appreciated by all who attended. 


‘ 
4 


ON ORAL ESTROGEN THERAPY 
THAT IMPARTS NO ODOR, 
NO TASTE, NO AFTERTASTE 


Rasr, explain away her fears of the transition and 
assure her you can relieve her physical symptoms. Then, 
to prove your point, prescribe SULEsTREX. Newest 
advance in the field, SULESTREX is as effective 
estrogen therapy as science has yet created. It is 

a pure estrone salt, stable and reproducible. 

There are no urinaceous ingredients to 


taint her breath or perspiration, even i 


Cre 


J 
when therapy is intense, prolonged. 


From two recent reports: 
**, . @ potent and effective 
oral estrogen with an extremely - 
low incidence of nausea,” 
**, . . all patients noted a marked sense of 
well-being, and commented on their ability to 
resume normal activity with amazing vigor.”” 


Other studies have shown that you can expect 

constant, predictable results with SuLEsTREx with 

relatively few side-effects. Try this effective, esthetic 

therapy on your next menopausal patient. Available 

at all pharmacies in 0.75-, 1.5- and 3-mg. grooved 

tablets. Send for literature. Abbott 
Laboratories, North Chicago, Illinois. 1. Perlelf (4960, tite 
Menopause. II. American J. Obst. § Gynec., 
61:670, March. 2. Reich, W..J., et al. (1951), 


- : A Recent Advance in Estrogen Therapy. I. 
American J. Obst. § Gynec., 62-427, August. 


Piperazine tablets 


SULFATE, ABBOTT, 
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Dr. Louis H. Bauer of Hempstead, New York, 
was installed at the inaugural ceremony which was 
broadcast and perhaps many of our members heard 
his inspiring and fiery address which was cordially 
received. Copies of this are available and are well 
worth the attention of everyone. 

The interim session of the American Medical 
Association should be well attended by Kansas 
physicians because it will be held in Denver, Colo- 
rado, early next December. These carry a program 
always designed particularly for general practitioners, 
and I am sure it will be worth attending on the part 
of anyone and everyone in our society. 

L. S. Nelson, M.D. 
Delegate from Kansas 


BOOK REVIEWS 


Dynamic Psychiatry. Transvestism—Desire for 
Crippled Women. By Louis S. London. Published 
by Corinthian Publications, New York. 129 pages. 
Price $2.50. 

The book itself is divided into three parts, the first 
part being anthropological and historical. Part two 
consists of 50 drawings made by the patient himself, 
and part three consists of an analysis of the case. 
The book is concise and interesting. It deals with 
two subjects that are relatively unusual to psychi- 
atrists. Specifically, ic deals with two subjects: (1) 
transvestism, which is a desire for a person to dress 
as a member of the opposite sex; and (2) a desire 
for crippled women. 

The book points out that transvestism has existed 
in the literature from the time of Nero and is re- 
ported in the Greek and Mongol races of ancient 
history, as well as in many other races. The use of a 
physical difficulty or deformity serving as a fetish 
has been recorded in the literature of Krafft-Ebing 
and others. The author's patient gives a continued 
analysis and produces recollections from his fourth 
year of life when he wanted to be girl; and, shortly 
after that, he became fixated on his mother’s shoes 
and on being a cripple. 

The psychodynamics, as presented by the author, 
consisted of an unresolved Oedipus complex; the 
patient attempts to castrate himself and become a 
female; being unable to do this, he identified with 
a cripple and wanted to marry a cripple. Throughout 
the case is a considerable amount of homosexuality 
in that, when he masqueraded as a crippled woman, 
he wanted to be accosted by men. Other ailments 
present in this patient are exhibitionism, sadism, and 
masochism. 

The main criticism of the case is that it tends to 
be somewhat sketchy and one has the feeling that 
he would like to know more of this child’s relation- 


ships to his mother in regard to his early life and 
things that are not strictly sexual. With the excep- 
tion of this minor criticism, the book is well written 
and is a worthwhile addition to the literature con- 
cerning sexual deviations.—P.C.L. 

* * * 

Textbook of Pharmacology. By William T. Salter. 
Published by W. B. Saunders Company, Philadelphia. 
1240 pages, 284 figures. Price $15. 

This newest addition to the textbook literature 
of pharmacology is a well-printed, nicely-bound vol- 
ume, which on the whole is. quite readable. 

The book bears the earmarks of a work too hastily 
done and presents numerous drawbacks to its use as 
either a textbook for the medical student or as a 
reference for the general practitioner. Arrangement 
of subject matter is not such as to add clarity and too 
frequent referral from chapter to chapter is necessary 
for a complete discussion of many agents. In various 
portions the text not only lacks clarity but is 
actually confusing, especially so from the viewpoint 
of one. encountering the subject for the first time. 
Frequent interjection of “extra matter” which either 
adds nothing concrete to the discussion at hand or is 
left “hanging in thin air” detracts from an otherwise 
interestingly written text. Actual errors of fact exist 
but are no more frequent than one might expect to 
find in a first edition. Tables and figures, which are 
numerous, lack originality and are frequently too 
involved to be good teaching aids; moreover, legends 
or explanations in the text are often woefully in- 
adequate. Considerable pagination could have been 
saved in a book of this magnitude by a more careful 
attention to size and spacing of the various figures. 

The reviewer cannot go along with some of the 
mental meanderings of the author, and, for example, 
has no sympathy for his relegation of present-day 
hypotheses of drug action to the limbo of mythology. 
This, at best, only clouds the real issues at hand, and 
gives the student a feeling of “superficiality” con- 
cerning the subject of pharmacology. 

Considering the relatively high cost of this book, 
its various shortcomings and the other texts available 
on the subject, this work, in its present edition, 
cannot be recommended as a textbook for students 
or as a reference work for the general practitioner— 
REG. 


Live birth in the United States last year soared 
above 3,800,000 for the second time in history, and 
topped the 1950 birth total by more than 200,000, 
according to a recent release from the Public Health 
Service. The annual birth rate for 1951, based on 
registered births alone, rose to 24.5 per thousand 
population, an increase of 4.3 per cent over 1950. 
The infant mortality rate dropped for the 15th 
straight year. 
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New aureomycin minimal dos- 
age for adults—four 250 mg. 
capsules daily, with milk, 


Interior of the 
Howard Memorial Library, 
New Orleans, La. 


From among all antibiotics Otolaryngologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 


Aureomycin appears rapidly in the tissues of the ear, nose and accessory 
sinuses, and in the cerebrospinal fluid. 


Aureomycin, when given intravenously, attains maximum concentrations in 
the plasma within 5 minutes. 

Aureomycin exhibits little. tendency to favor the development of bacterial 
resistance. 


Aureomycin has been reported to be effective against susceptible organisms 
in the following conditions frequently seen by otolaryngologists: 
_« Laryngeal Infections « Otitis Externa ¢ Otitis Media 
Mastoiditis « Pharyngitis Sinusitis Tonsillitis 


Throughout the world, as in the United States, aureomycin is 
recognized as a broad-spectrum antibiotic of established effectiveness, 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 ce. of distilled water. 


LEDERLE LABORATORIES DIVISION aueeca Ganamid counwe 30 Rockefeller Plaza, New York 20, N. Y. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Bladder Neck Obstructions 


Congenital Bladder Neck Obstructions. By Mere- 
dith F. Campbell, South. Med. Jnl., 41:2, 99-107, 
Feb., 1948. 


Most bladder neck obstructions become mani- 
fest in early life but occasionally they are not 
presented for treatment until midlife or even at an 
elderly age. The authors report a 72-year-old man 
with obstructive uropathy from urethral valves in the 
prostatic urethra. The present report includes the 
author's personal study and treatment of 300 infants 
and children. 

This survey includes congenital contracture of the 
vesical outlet, congenital valvular obstruction (of the 
prostatic urethra), deep urethral blockage by polyp, 
ureterocele, trigonal curtain, prostatic enlargement 
and neuromuscular vesicle disease. 

Urinary secretion begins between the fifth and 
sixth month of fetal life so that the obstructive 
mechanical factors have been at work some weeks 
before the child is born. Total renal destruction has 
been noted at birth in newborn autopsy. 

Nearly half of the author's cases were examined 
because they presented persistent enuresis. In 1500 
children presenting persistent enuresis, one in eight 
presented residual urine. The remaining group pre- 
sented persistent and recurring pyuria. Not in- 
frequently cardiac hypertrophy and hypertension are 


found. The urinary bladder is invariably distented, - 


sometimes extending above the umbilicus. Occas- 
ionally secondary urinary calculi are found. 


Treatment of these uropathies is essentially as in 
adults by using miniature transurethral resectoscopic 
procedures. Not infrequently, suprapubic cystotomy 
or nephrostomy drainage must be done first because 
of the gravity of the situation. The maximal renal 
function and physiologic readjustment must be 
attained before corrective surgery. 


Contraction of the vesical neck. This is usually 
a congenital submucous fibrosis with concentric nar- 
rowing of the vesical neck and a rather high median 
bar formation over the lower segment. This i: 
similar to congenital stricture elsewhere. Congenital 
stenosis of the external urethral meatus often co- 
exists. 

Congenital valvular obstruction of the prostatic 
urethra. These valves are mucosal folds or redun- 
dancies which pass from the verumontanum posteri- 
orly to the vesical outlet or anteriorly to the region 
of the membranous urethra or laterally to the ure- 
thral wall. In rare instances, the valve is an iris type 


diaphragm with only a small aperture. The diagnosis 
is readily made by endoscopic study at which time, 
by manipulation of the irrigating stream, the cusp- 
like nature of these structures is demonstrable. The 
valvular leaflets are removed by resection. 

Congenital hypertrophy of the verumontanum 
The veru is two to six times normal size. In minima! 
hypertrophy, a deep linear central coagulation is 
satisfactory when maximal transurethral resection 
is done which seals off the ejaculatory ducts. A polyp 
of the urethra is removed by resection. 

Ureterocele is a congenital intravesical cyst of the 
lower end of the ureter, characterized by a pinhol« 
ureteral orifice. It is sometimes very difficult to 
locate this minute ureteral orifice. They are usuall, 
bisected with scissors or electro cutting. Larger cysts 
may have to be removed by suprapubic incision and 
resection. 

Occasionally, prostatic enlargements are found. 

Neuromuscular vesicle disease is common in child- 
hood and usually is not diagnosed. In these lesions, 
the nerve supply of the bladder and rectum is 
damaged or maldeveloped at its origin in the cord, 
possibly causing complete flaccid paralysis of vesical 
control. This condition may follow poliomyelitis, 
diphtheria, transverse or multiple myelitis, spinal cord 
injury at birth. It is usually the result of anomalous 
development of the spine and central nervous sys- 
tem, and may occur with spina bifida. When the 
bladder neck is sphincterospastic, transurethral re- 
section affords a high percentage of cures and is the 
method of choice in treatment. Mecholyl is given to 
stimulate bladder contracture —D.R.D. 


Pamphlets on Heart Disease 


A list of pamphlets distributed by the American 
Heart Association for use by both professional and 
lay persons was recently released to the Journal by 
the Kansas Heart Association. 

Examination of the Heart is the title of the most 
popular booklet for physicians, and Cook Book for 
Low Sodium Diet has also been well received. Avail- 
able also is a reprint, Recommendation for Huma: 
Blood Pressure Determinations by Sphygmomano- 
meters. 

Pamphlets designed for lay persons, recommended 
for use in the physician’s reception room, bear such 
titles as What You Should Know Atout Rheumatic 
Fever, What the Teacher Should Know and Do about 
Children with Heart Disease, the Heart of the Home, 
Diseases of the Arteries, Challenge of Heart Disease, 
Know Your Heart, Employment and Heart Disease, 
High Blood Pressure, and Diseases of the Veirs. The 
heart organization also recommends distribution of 
the pamphlets to women’s clubs and other organiza- 
tions interested in health problems. 
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MEAT...and the Cholesterol 
Content of the Diet 


An essential constituent of human tissue, contributing to the normal 
functioning of all cells, cholesterol has been widely discussed as a factor in 
the etiology of atherosclerosis. Yet this lipid is required in many metabolic 
processes, and, furthermore, evidence is lacking that withholding cholesterol 


from the dietary is effective in preventing atherosclerosis. 


In a recent plea for a return to the basic fundamentals of nutrition in the 


prophylaxis of atherosclerosis, it was emphasized that to eliminate cholesterol 


from the diet would mean to eliminate such animal foods as meat, milk, 


eggs, etc.* However, nutritionists are unanimous in asserting that these 


protective foods contain basic essential nutrients required for good nutri- 
tion and that to dény them would be ‘‘equivalent to the negation of 


practically all that nutrition science has taught us in the past.” 


According to these authors,* elimination of animal foods from the diet 
to prevent the development of atherosclerosis is unjustified on the basis of 
present day knowledge. They state that “‘there certainly is no evidence that 
meatless, milkless, and eggless diets should be recommended as desirable 


to the general public.” 


Meat, America’s favorite protein food, always has been and continues 


to be an important dietary source of biologically complete protein, B vita- 
mins, and iron. Few indeed are the conditions in which: its use must be 


interdicted. 


*Hegsted, D. M.; Mann, G. V., and Stare, F. J.: Comments on Cholesterol, Editorial, Postgrad. 
Med. 11:454 (May) 1952. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association, 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Single copies of the pamphlets are available Today, life expectancy is about 20 years longer 
Ee without cost, and a nominal charge is made for than it was in 1900. More Americans can expect to 


; quantity orders and for books. Films for professional live well into their seventies, eighties, and nineties. 
i use are available at a small rental fee. —Public Health Service. 
Complete information on the material may be 
4 secured from the Kansas Heart Association, Masonic CLASSIFIED ADVERTISEMENTS 
Temple Building, Topeka. YOUNG DOCTOR WANTED to take over practice and 
ne equipment in town of 2,000. No competition. Eight miles 


from hospital. Write the Journal 8-52. 


e Fifty per cent of all pharmaceutical sales 10 years FOR SALE—Specialist’s chair, EEN.T., W.E.. with ad- 
; . ee justable light (Beck’s); ENT specialist’s cabinet, W.E., 
hence will be accounted for by medicines that are 78 x 32, 5 drawers and 2 large compartments (Shanklin’s) ; 


: H ora Yankauer compressed air and suction unit for ENT, W.E.; 

F today, in the op J. steel ENT revolving stool, W.E.; steel 
i ecuti i i i and operating table (Army); assortment of general surgical 
a, nn ae P resident of Ster ing mg, and ENT instruments. Retired. Write the Journal 6-52. 


Inc. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by— 


GOETZE NIEMER CO. 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders 


PHARMACEUTICALS 
A complete line of laboratory controlled 
' ethical pharmaceuticals. Chemists to the 
Medical Profession since 1903. KA-7-52 


THE ZEMMER COMPANY, Pittsburgh 13, Pennsylvania 


ACCIDENT e HOSPITAL e SICKNESS 


CE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


HOSPITAL BENEFITS 


S'nve Toub Tr ple Qvadrup’e 
5.00 per dey 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home............... 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital............... 5.00 10.00 15.00 20.00 
Operating Room in Hospital.............. 10.00 20.00 30.00 40.00 
Anesthetic in Hospital................... 10.00 20.00 30.00 40.00 
Ambulance to or from Hosvit'l............ 10.00 20.00 30.00 40.00 
DISABILITY COSTS (Quarterly) 


1.50 2.CO 


$5,C00 accidental death Quarterly $8.00 
$25 weekly indemnity, accident and sickness 


Quarterly $16.00 


$15,000 accidental death Quarterly $24.09 
°75 weekly indemnity, accident and sickness 


Quarterly $2200 


$20,000 accidental death 


$10,000 accidental death 


$50 weekly incemnity, accident and sickness £100 weekly indemnity, accident and sickness 
COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,700,000.00 


INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


50 years under the same manacement 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASK.\ 
$200,000.00 deposited with State of Nebraska for protcction of our members 
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PATHOLOGIC ANATOMY 


Your Laboratories... 
Our Responsibility 


Laboratories 


Established 1921 


KANSAS CITY, MO., 
909 Argyle Bidg. 


JOPLIN, MO., 230 Frisco Bldg. 


Associated 
Laboratories 


INDEPENDENCE, MO. 
Physicians Laboratory 
First National Bank Bldg. 


LEXINGTON, MO. 
Lexington Memorial Hospital 


SEDALIA, MO. 
Bothwell Memorial Hospital 


WARRENSBURG, MO. 
Warrensburg Medical Center 


Curbstone Consultation 


In experimental mice with induced 
chronic tuberculosis, lesions remained 
stable over 6-12 weeks; when 0.5 mgm. 
Cortisone was given daily for a maxi- 
mum of 15 injections, 8 of 11 died with 
large, necrotic, coalescing pulmonary les- 
ions containing many organisms. Simi- 
larly infected mice not treated with 
Cortisone showed no fatalities in a simi- 
lar period. 

One must consider that Cortisone 
could similarly aggravate tuberculosis in 
the human. 


Hart, P. D’Arcy, and Rees, R. J. W., 
Lancet 2: 391-395, Sept. 23, 1950. 


Pathologically 
Speaking 


CELL STUDY OF SECRETIONS 


HENEVERabnormal 

amounts or abnormal types 
of discharge are encountered, the 
possibility of malignancy must 
be included in the differential 
diagnosis, and whenever such dis- 
charges or secretions are so lo- 
cated as to be accessible to aspira- 
tion, either under direct vision or 
by puncture of a space and aspi- 
ration, the fluid removed should 
be measured, the specific gravity 
determined, gross color and tur- 
bidity noted, and then some of 
the centrifuged sediment should 
be used for cell study. 

If fluid is to be mailed to the 
laboratory before centrifuging, 
formalin should be added in 
amounts of 1 cc. of 10% for- 


_malin to every 10 cc. of ‘fluid 


(to preserve cellular outline). 
On the other hand, if the fluid is 
to be centrifuged and smeared be- 
fore mailing, the sediment should 
be dropped onto one slide, an- 
other slide dropped over it, pres- 
sure exerted to spread evenly the 
material between the slides, and 
then place the slides immediately 


—while still wet—into a Coplin 
jar or a mailing bottle containing 
95% alcohol, which fixes the 
material to the slide. Putting a 
paper clip over one end of each 
slide will serve to keep the slides 
separated from each other. 

Such a procedure is now appli- 
cable to aspirated pleural or peri- 
toneal fluid, exudates anywhere 
on the skin or mucous membrane 
surfaces, sputum specimens, cen- 
trifuged urine sediments, fasting 
gastric secretions, cervical and 
vaginal discharges and abnormal 
discharge from the breast. 

It must be emphasized that 
whenever highly suspicious symp- 
toms and signs exist, such as 
tumor, bleeding, pain, weight 
loss, etc., but the smear is nega- 
tive for suspicious cells, the phy- 
sician must pursue the diagnosis 
further with biopsy, exploration, 
or whatever other procedures are 
indicated. A negative smear 
should never be taken as final 
evidence of the absence of malig- 
nancy. 


RALPH EMERSON DUNCAN, M. D. 
LORAINE E. SCHULTZ, M. D. 
ALBERT E. UPSHER, M. D. 
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ANNOUNCEMENTS 


~ 


The Army Medical Service will conduct 17 short 
postgraduate courses in surgery, psychiatry and other 
specialties during the last six months of 1952, the 
Department of the Army announced recently. The 
instruction is open to both military and civilian phy- 
sicians and will be presented at six large Army 
teaching hospitals and the Institute of Pathology in 
Washington. Complete information may be secured 
from the Department of the Army, Office of the 
Surgeon General, Technical Information Office, 
Washington 25, D. C. 
* * * 

The 80th annual meeting of the American Public 
Health Association and the annual meetings of 38 
related organizations will be held in Cleveland, 
October 20-24. 

* * * 

The 38th annual clinical congress of the American 
College of Surgeons will be held at the Waldorf- 
Astoria in New York City, September 22 through 
September 26. Attendance is expected to reach 
10,000. The program includes clinics, postgraduate 
courses, forums, panel discussions, color television, 
medical motion pictures and scientific and technical 
exhibits. Sixty-two hospitals will cooperate in pre- 
senting operative clinics and demonstrations, and 
there will be 12 sessions of a forum on fundamental 
surgical problems. 

A complete program may be secured from the Col- 
lege, 40 East Erie Street, Chicago 11, Illinois. 

* * * 

The fourth annual meeting of the Southwestern 
Surgical Congress will be held October 20-22 at the 
Baker Hotel in Dallas. Six outstanding guest speakers 
will present the scientific program and will partici- 
pate in round table discussions daily. Each afternoon 
session will include a one-hour panel discussion with 
three additional guests as moderators. There will 
also be a motion picture period each day. Complete 
information may be secured from the central office 
of the Congress, 1227 Classen, Oklahoma City 3, 
Oklahoma. 

* * * 

The American Board of Clinical Chemistry, Inc., 
has amended its by-laws to extend the period during 
which applications for certification will be reviewed 
from July 1, 1952 to December 31, 1952. Those who 
make application before the December date and are 
subsequently approved may be certified without 
examination. The application fee has been increased 
from $1.00 to $3.00. Application forms may be ob- 
tained from Joseph W. E. Harrisson, ScD., Secretary, 
American Board of Clinical Chemistry, Inc., 1921 
Walnut Street, Philadelphia 3, Pennsylvania. 
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To demonstrate how state and local health depart- 
ments can help meet the health needs of older 
people, a hygiene of aging program is being estab- 
lished in the Public Health Service of the Federal 
Security Agency. The Division of Chronic Disease 
and Tuberculosis of the Bureau of State Services wil! 
operate the program. 


Everything for the Laboratory 


Southwest Scientific 
Corporation 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 


Phone 2-0582 Wichita, Kansas 
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yet as acceptable to the patient 
as a tasty milk shake 


When the protein intake must be increased beyond the amount an accept- 

able diet can supply, H.P.S. Sy proves especially valuable. Providing 60% 

protein, 1.5% fat, and 27% carbohydrate, it makes a delightful beverage with 

water or milk, readily acceptable to the patient even when anorexia prevails. 

Prepared with water according to directions (6 oz. water, 114 0z.. HPS. Saty), 

three servings daily furnish 77 Gm. of biologically complete protein. When 

oa skim milk or whole milk is used instead of water, three servings provide 96 
_ Gm. or 95 Gm. of protein respectively. 

* --eaeceed from milk protein concentrate, soy protein, whole 


D “ts proteins are intact; hence it is 
ATE D UE le for use when whole protein can 
Caries he dietary management of under- 

ee diarrheal states, pregnancy and 
Peep: ries which raise the protein needs. 


ace. 


abraska a Division of THE WANDER COMPANY 


HPS. Saty 


Dorsey 
} supplied in 1 Ib. 


S. and 4 Ib. tins. 
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wealcal 
State House, 
Topeka, Kansas 
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RITIONALLY SOUND... 


The generous milk protein content 
of Lactum provides for sturdy growth 
and sound tissue structure. 
Dextri-Maltose® supplements 

the lactose of the milk 

so that energy needs may be met, 

fat properly metabolized, 

and protein spared 

for its essential functions. 


For more than 40 years, 

milk and Dextri-Maltose formulas 
with the approximate proportions 
of Lactum have been used 

with consistent clinical success. 
Infants fed Lactum* 

show good tolerance of feedings, 
low incidence of digestive 
disturbances and infections, 
satisfactory growth response 

and a generally excellent picture 


of health and development. 


*Frost,,L. H., and Jackson, R. L.: 
J. Pediat., 39:585-592 (Nov.) 1951 


CONVENIENT 


Mothers appreciate the ease 

of Lactum’s simple 1:1 dilution. 

It assures accurate measurement. 

Lactum is ideal also for 

supplementary and complementary 
‘euteaes feedings, and whenever single 

WHOLE MILK and DEXTRI-MALTOSE® feedings are indicated. 


FORMULA FOR INFANTS 


from whole milk and Dextri-Maltos® 
Simply add tolpart fora formula 


ee 

1 part Lactum... water... supplying 

20 calories 


per fluid ounce. 


14% az 
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MEAD JOHNSON & COMPANY 
EVANSVILLE 21, IND., U.S. A. 
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